The  New  York 
Academy  of  Medicine 


By  Exchange 


Digitized  by  the  Internet  Archive 
in  2016 


https://archive.org/details/journalofoklahom772unse 


JOURNAL 


Volume  77  — Number  7 — July  1984 

Oklahoma  State  Medical  Association 


Multiple  Specialty  Clinic 

701  Northeast  10th  Street  • Oklahoma  City,  Oklahoma  73104  • Telephone  - 271-2700 

1-800-522-0224 


INTERNAL  MEDICINE 

W.W.  Rucks,  Jr.,  MD 
William  S.  Pugsley,  MD 
Donald  G.  Preuss,  MD 
Earl  S.  Elliott,  Jr.,  MD 
Ellison  H.  Wittels,  MD 
Brian  P Levy,  MD 

CARDIOLOGY 

Charles  W Cathey,  MD 
Charles  W.  Robinson,  Jr.,  MD 
Alexander  Poston,  MD 
Thomas  R Russell,  MD 
Paul  C.  Houk,  MD 
Stanley  G.  Rockson,  MD 

GASTROENTEROLOGY 

Malcolm  G.  Robinson,  MD 
David  A.  Neumann,  MD 
Gretchen  A.  McCoy,  MD 
Mark  H Mellow,  MD 

ORTHOPEDIC  SURGERY 

J Patrick  Livingston,  MD 

RHEUMATOLOGY 

William  T.  Tatum,  Jr.,  MD 

INFECTIOUS  DISEASES 

Daniel  J.  Sexton,  MD 
Clifford  G Wlodaver,  MD 

GENERAL  SURGERY 

Frank  G Gatchell,  MD 
Steven  G ReMine,  MD 

NUTRITION  COUNSELING 

Patient  Education 
by  Referral 


HEMATOLOGY-ONCOLOGY 

Ralph  G.  Ganick,  MD 
Mark  E.  King,  MD 

UROLOGY 

Donald  D.  Albers.  MD 
William  F Barnes,  MD 
Richard  E Herlihy,  MD 

OBSTETRICS  AND 
GYNECOLOGY 

John  W.  Records,  MD 
Schales  L.  Atkinson,  MD 
Roger  D Quinn,  MD 
Thomas  R Bryant,  MD 
Ronald  E Hempling,  MD 
Laura  L.  Mackie,  MD 

ENDOCRINOLOGY  — 
DIABETES 

James  L Males,  MD 
Ronald  P Painton,  MD 
Jonathan  L.  Davis,  MD 

OTOLARYNGOLOGY 

Head  & Neck  Surgery 
C.  Joseph  Wine,  MD 
Joseph  E.  Leonard,  MD 
Willard  B.  Moran,  Jr.,  MD 

PEDIATRICS 

James  E.  Mays,  Jr.,  MD 
Hal  B.  Vorse,  MD 
William  J.  Kruse,  MD 
Gary  D McGann,  MD 
Mickey  E.  Crittenden,  MD 
Don  L.  Wilber,  MD 
Charles  A Leveridge,  MD 


DERMATOLOGY  — 
CHEMOSURGERY 

William  J.  Sahl,  Jr.,  MD 

PULMONARY  DISEASE 

William  W Cook,  MD 
Mark  Steven  Fixley,  MD 
Steven  R.  Smith,  MD 

CARDIOVASCULAR- 
THORACIC  SURGERY 

Edward  R.  Munnell,  MD 
R.  Nathan  Grantham,  MD 
Paul  J.  Kanaly,  MD 

RADIOLOGY 

Edmond  H.  Kalmon,  Jr.,  MD 
Melvin  C.  Hicks,  MD 
J.  Kent  Chesnut.  MD 
Alan  M.  Effron,  MD 
Howard  G.  Daniel,  MD 
Robyn  L Birdwell,  MD 
Carol  V.  Sheldon,  MD 

AMBULATORY  CARE 

Leslie  A.  Arneson,  MD 
Kent  C.  Hensley,  MD 
Richard  H.  Dykstra,  MD 

CLINICAL  PSYCHOLOGY 

Lucien  D.  Rose,  PhD 

EXECUTIVE  DIRECTOR 

A.  Wayne  Coventon 

DIABETES  MANAGEMENT 
CENTER 

Patient  Education 
by  Referral 


Medical  and  Research  Center  * Tulsa,  OK  74137 


irERNAL  MEDICINE 

:ERAL  INTERNAL  MEDICINE 

*R.  King,  II,  MD 
|:ia  M.  Lindsay,  MD 
il  A.  Talacki,  MD 

■ :RGY  & IMMUNOLOGY 


lice  L.  Carey,  MD 
DIOLOGY 
O.  Knight  MD 


IOCR1NOLOGY 
S.  Rendell,  MD 
TROENTEROLOGY 
M.  Taylor,  MD 
iCTIOUS  DISEASES 
i R.  Ebright,  MD 
I D.  Edwards,  MD 
HROLOGY 


cia  M.  Lindsay,  MD 

ROLOGY 

iael  Karathanos,  MD 
ih  W.  Richter,  MD 
MONARY  MEDICINE 
h A.  Redding,  MD 
ZOLOGY 

?rt  D.  Hestorff,  MD 
ur  F.  Hoge,  MD 
im  F.  Nimeh,  MD 

\ATOLOGY 


ert  D.  Hestorff,  MD 
im  F.  Nimeh,  MD 

lDIOLOGY 

IDIOVASCULAR  RADIOLOGY 

ies  R.  LePage,  MD 
GNOSTIC  IMAGING 
rles  R.  Gosnell,  MD 
iael  W.  Laughlin,  MD 
ick  D.  Lester,  MD 
neth  K.  Wheatley,  MD 
)IAT!ON  ONCOLOGY 
lip  W.  Jones,  MD 

ABETES  RESEARCH 
8T1TUTE 

c S.  Rendell,  MD 


ANESTHESIOLOGY 

Betty  L.  Grundy,  MD 
Debra  L.  Morgan,  MD 
William  B.  Morgan,  MD 
Peter  M.  Pan,  MD 

FAMILY  MEDICINE 

FAMILY  MEDICINE  CLINIC 

Robert  J.  Bliss,  MD 
W.  Craig  Sanford,  Jr.,  MD 
Edward  F.  Slothour,  MD 
Delbert  O.  Williams,  Jr.,  MD 
EMERGENCY  MEDICINE 
William  H.  Dudney,  MD 
Edward  C.  Lauber,  Jr.,  MD 
Atwood  L.  Rice,  III,  MD 
Casey  Truett,  MD 
FAMILY  PRACTICE  CENTER 
Jon  C.  Calvert,  MD 
John  R.  Crouch,  Jr.,  MD 
Frank  G.  Hamilton,  MD 
Guy  E.  Henning,  MD 
Vincent  D.  Licata,  MD 
William  K.  McCoy,  MD 
Allen  F.  Scheuneman,  MD 
HEALTH  APPRAISAL  CUNIC 
Robert  J.  Bliss,  MD 
Alfred  T.  Cox,  MD 
Edward  C.  Lauber,  Jr.,  MD 
Delbert  O.  Williams,  Jr.,  MD 

LABORATORY 
MEDICINE  AND 
PATHOLOGY 

Edward  F.  Goljan,  MD 
John  E.  Lewis,  MD 

PSYCHIATRY 

Louis  N.  Gruber,  MD 
William  A.  James,  MD 
F.  Paul  Kosbab,  MD 
Marianne  E.  Kosbab,  MD 
George  E.  Parkhurst,  MD 
Carl  R.  Peterson,  MD 


SURGERY 

CARDIAC-THORACIC  SURGERY 
Jasper  L.  McPhail,  MD 
GENERAL  SURGERY 

D.  Lewis  Moore,  MD 
Roger  L.  Youmans,  MD 

GYNECOLOGY 

Herbert  S.  Gates,  Jr.,  MD 
Joy  D.  King,  MD 
OPHTHALMOLOGY 
Raymond  E.  Townsend,  MD 
ORTHOPEDIC  SURGERY 
C.  Reiff  Brown,  MD 
Alan  W.  Holderness,  MD 
NEUROSURGERY 
Ronald  E.  Woosley,  MD 
OTORHINOLARYNGOLOGY 
Richard  E.  Carlson,  MD 
PLASTIC  AND 

RECONSTRUCTIVE  SURGERY 

Lewis  W.  Thompson,  MD 

ORAL  SURGERY 

Jerry  L.  Greer,  DDS 
Philip  D.  Marano,  DDS 
UROLOGY 
Edward  M.  Blight,  MD 
VASCULAR  SURGERY 
Jasper  L.  McPhail,  MD 

PEDIATRICS 

GENERAL  PEDIATRICS  AND 
ADOLESCENT  MEDICINE 

Lynnette  L.  Calvert,  MD 

Terence  L.  Carey,  MD 

Robert  G.  Gibson,  MD 

Mona  S.  Mange,  MD 

David  I.  Schrum,  MD 

PEDIATRIC  ALLERGY 

& IMMUNOLOGY 

Terence  L.  Carey,  MD 

PEDIATRIC  CARDIOLOGY 

Marion  K.  Ledbetter,  MD 

PEDIATRIC  GASTROENTEROLOGY 

Sean  J.  Fennell  MD 


Telephone  consultations  day  or  night  • (918)  493-1000 


Take  one  last  look. 

You  may  never  have  to  pick  up  a phone  again. 


Introducing  the  Matrix  4/16  system  for  busy 
professional  offices.  It’s  the  latest  innovation  from 
Southwestern  Bell  Telecom:  A professional  communication 
system  you  barely  have  to  touch  to  use 
Speakerphone.  The  Matrix 
4/16  Executive  Set  comes  with  a 
built-in  speaker  and  microphone.  To 
talk,  you  just  push  a button.  Don’t 
pick  up  the  handset.  Don’t  stretch  the 
cord  and  drag  the  phone  off  the  desk. 

Just  talk. 

One-touch  dialing.  Matrix  4/16 
remembers  phone  numbers.  So  to  make 
a call,  just  touch  a button.  Busy  signal? 

Touch  auto-redial  to  try  again. 


It  grows  with  your  business,  too.  By  expanding  from 
4 to  16  phones.  Other  features  include  toll-call  control. 
Conferencing.  Call  forwarding.  Clock  and 
stopwatch  display.  And  more. 

Learn  how  much  more.  Call  Southwestern 
Bell  Telecom,  today.  It  may  be  the  last  time 
you’ll  ever  pick  up  your  phone. 

CALL  1-800-DIAL-SWB 
(1-800-342-5792) 


Southwestern  Bell 
Telecom 


Southwestern  Bell  Telecom  is  a wholly  owned  subsidiary  of 
Southwestern  Bell  Corporation. 


Matrix  4/16  ™ 

Executive  Set.  NEW  IDEAS  FROM  THE  PEOPLE  WHO  STARTED  IT  ALL. 


EDITORIAL  BOARD 


JOURNAL 

Oklahoma  State  Medical  Association 


July  1984 


Vol.  77,  No. 7 


EDITORIAL 

Sentenced  But  Not  Guilty 193 

Mark  R.  Johnson,  MD 

President’s  Page:  OSMA  Council  on  Hospital 
Medical  Staffs,  a New  Forum 

for  Problem-Solving 194 

James  B.  Eskridge  III,  MD 

SCIENTIFIC 

Genetic  Counseling:  An  Integral  Component  of 
Primary  Medical  Care  195 

Barbara  L.  Vogt,  MS;  Burhan  Say,  MD 

In  Vitro  Activity  of  Netilmicin  198 

S.M.H.  Qadri,  PhD;  Steve  Johnson 

SPECIAL 

Paths  to  Progress  III:  Quantitative 

Morphometric  Analysis  Laboratory  202 

George  Hemstreet,  MD 

Certification  of  Emergency  Medical 

Technicians 203 

J.  Ted  Herbelin,  MD;  David  F.  Wharton 

NEWS  206 

Council  appointments  announced  . . . Tinker  wins  Papper 
award  . . . Pesticide  use  requires  caution  . . . 1984-85 
officers  chosen  . . . Life  memberships  awarded  . . . Golf 
and  tennis  popular  at  Annual  Meeting  . . . The  meeting 
in  pictures  . . . Exhibitors  busy  at  Shangri-La  . . . 1984 
Annual  Meeting  proceedings 


MARK  R.  JOHNSON,  MD 
Editor-in-Chief 

HARRIS  D.  RILEY,  JR.  MD 

Editor 

ROBERT  G.  TOMPKINS,  MD 
Editor 


STAFF 


DAVID  BICKHAM 
OSMA  Executive  Director 

M.  MICHAEL  SULZYCKI 
Director  of  Communications 

SUSAN  R.  HARRISON 
Associate  Editor 

library 

APR  1 8 1985 

NEv.  ,u,„.  hOADEMY. 

OF  MEDICINE 


THE  JOURNAL  (ISSN  0030-1876)  is  the  offi- 
cial publication  of  the  Oklahoma  State  Medi- 
cal Association  and  is  published  monthly 
under  the  direction  of  the  Board  of  Trustees, 
601  NW  Expressway,  Oklahoma  City,  OK 
73118.  Publication  office  (printer)  222  East 
Eufaula  St.,  Norman,  OK  73069.  Second- 
class  postage  paid  at  Oklahoma  Citv,  OK 
73125. 

SUBSCRIPTION  TO  THE  JOURNAL  is  in- 
cluded in  membership  fees.  Other  sub- 
scriptions are  $10.00  per  year  or  $2.00  per 
copy  with  each  request  subject  to  approval  of 
the  Editorial  Board.  Missed  copies  will  be 
provided  to  subscribers  for  the  cost  of  post- 
age, based  upon  availability'. 

THE  JOURNAL  does  not  assume  responsibil- 
ity for  opinions  expressed  by  the  authors. 

COPYRIGHT  1984  by  the  Oklahoma  State 
Medical  Association. 

POSTMASTERS:  Send  all  change  of  address 
notices  to  601  NVV  Expressway,  Oklahoma 
City,  OK  73118. 

The  Journal  of  the  Oklahoma  State  Wedical  As- 
sociation (US PS  285-000) 


DEPARTMENTS 

State  Department 

of  Health 205 

Deaths 212 

In  Memoriam 212 

Reaction  Time 219 

Book  Review 220 

Miscellaneous 
Advertisements  ....  222 


Index  to 

Advertisers xxvi 

Instructions 

for  Authors xxvi 

Auxiliary  Page xxvii 

The  Last  Word xxviii 


On  the  cover: 

“Prairie  Falcon”  by  Brent  Johnson,  Oklahoma  City 
Art  Direction  by  Graphic  Art  Center 
Oklahoma  City 


Journal  / July  1984  / Volume  77 


iii 


A 


For  Oral  Use 


Professional  INSTALLMENT  LOANS 

*1 5,000 
s90,000 

Decision  in  24  to  48  Hours! 
Same-Day  Answer  to  Applications 
Received  By  Express  Mail 

• Deal  Directly  With  Lender 

• Deferred  Payment  Plans 

• No  Prepayment  Penalty 

• No  Restriction  on  Use  of  Funds  For: 
Investments,  Payment  of  Taxes,  Debt  Consolidation, 

Tax  Shelters,  Pension  Plan  Contributions 

Ask  for  Thomas  Todd 

CALL  TOLL  FREE: 

800-423-5025 

Serving  The  Medical  Profession  Since  1966 

WOODSIDE  CAPITAL  CORP. 

National  Headquarters 
Woodside  Capital  Building 

21 424  Ventura  Boulevard,  Woodland  H ills,  California  91 364 


Note  to 

OSMA  members 

The  Journal  of  the  Oklahoma  State 
Medical  Association  and  Editor-in- 
Chief  Mark  R.  Johnson,  MD,  hereby 
grant  permission  to  members  of  the 
OSMA  to  reproduce  and/or  reprint 
for  their  own  purposes  any  of  the 
editor-in-chiefs  editorials.  A credit 
line  acknowledging  the  Journal  as 
the  original  source  will  be  ap- 
preciated. 


BRIEF  SUMMARY 
PROCARDIA’  CAPSULES 

(nifedipine) 

INDICATIONS  AND  USAGE:  I.  Vasospastic  Angina:  PROCARDIA  (nifedipine)  is  indicated  for  the 
management  of  vasospastic  angina  confirmed  by  any  of  the  following  criteria  1 ) classical  pattern 
of  angina  at  rest  accompanied  by  ST  segment  elevation.  2)  angina  or  coronary  artery  spasm  pro- 
voked by  ergonovine,  or  3)  angiographically  demonstrated  coronary  artery  spasm  In  those  patients 
who  have  had  angiography,  the  presence  of  significant  fixed  obstructive  disease  is  not  incompatible 
with  the  diagnosis  ofvasospastic  angina,  provided  that  the  above  criteria  are  satisfied  PROCARDIA 
may  also  be  used  where  the  clinical  presentation  suggests  a possible  vasospastic  component  but 
where  vasospasm  has  not  been  confirmed,  e g , where  painhas  a variable  threshold  on  exertion  or 
in  unstable  angina  where  electrocardiographic  findings  are  compatible  with  intermittent  vaso- 
spasm, or  when  angina  is  refractory  to  nitrates  and/or  adequate  doses  ot  beta  blockers 

It.  Chronic  Stable  Angina  (Classical  Effort-Associated  Angina):  PROCARDIA  is  indicated  for 
the  management  ot  chronic  stable  angina  (effort-associated  angina)  without  evidence  of  vasospasm 
in  patients  who  remain  symptomatic  despite  adequate  doses  ot  beta  blockers  and/or  organic  nitrates 
or  who  cannot  tolerate  those  agents 

In  chronic  stable  angina  (effort-associated  angina)  PROCARDIA  has  been  effective  in  controlled 
trials  of  up  to  eight  weeks  duration  in  reducing  angina  frequency  and  increasing  exercise  tolerance, 
but  confirmation  of  sustained  effectiveness  and  evaluation  of  long-term  safety  in  those  patients  are 
incomplete 

Controlled  studies  in  small  numbers  of  patients  suggest  concomitant  use  of  PROCARDIA  and 
beta  blocking  agents  may  be  beneficial  in  patients  with  chronic  stable  angina,  but  available  infor- 
mation is  not  sufficient  to  predict  with  confidence  the  effects  of  concurrent  treatment,  especially  in 
patients  with  compromised  left  ventricular  function  or  cardiac  conduction  abnormalities  When  in- 
troducing such  concomitant  therapy,  care  must  be  taken  to  monitor  blood  pressure  closely  since 
severe  hypotension  can  occur  from  the  combined  effects  of  the  drugs,  (See  Warnings ) 
CONTRAINDICATIONS:  Known  hypersensitivity  reaction  to  PROCARDIA 
WARNINGS:  Excessive  Hypotension:  Although  in  most  patients,  the  hypotensive  effect  of 
PROCARDIA  is  modest  and  well  tolerated,  occasional  patients  have  had  excessive  and  poorly  tol- 
erated hypotension  These  responses  have  usually  occurred  during  initial  titration  or  at  the  time  of 
subsequent  upward  dosage  adiustment,  and  may  be  more  likely  in  patients  on  concomitant  beta 
blockers 

Severe  hypotension  and  or  increased  fluid  volume  requirements  have  been  reported  in  patients 
receiving  PROCARDIA  together  with  a beta  blocking  agent  who  underwent  coronary  artery  bypass 
surgery  using  high  dose  fentanyl  anesthesia  The  interaction  with  high  dosefentanyl  appears  to  be 
due  to  the  combination  of  PROCARDIA  and  a beta  blocker,  but  the  possibility  that  it  may  occur  with 
PROCARDIA  alone,  with  low  doses  ot  fentanyl.  in  other  surgical  procedures,  or  with  other  narcotic 
analgesics  cannot  be  ruled  out 

Increased  Angina:  Occasional  patients  have  developed  well  documented  increased  frequency,  du- 
ration or  severity  of  angina  on  starting  PROCARDIA  or  at  the  time  of  dosage  increases  The  mech- 
anism of  this  response  is  not  established  but  could  result  from  decreased  coronary  perfusion 
associated  with  decreased  diastolic  pressure  with  increased  heart  rate,  or  from  increased  demand 
resulting  from  increased  heart  rate  alone 

lata  Blocker  Withdrawal:  Patients  recently  withdrawn  from  beta  blockers  may  develop  a with- 
drawal syndrome  with  increased  angina,  probably  related  to  increased  sensitivity  to  catechol- 
amines, Initiation  ot  PROCARDIA  treatment  will  not  prevent  this  occurrence  and  might  be  expected 
to  exacerbate  it  by  provoking  reflex  catecholamine  release  There  have  been  occasional  reports  ot 
increased  angina  in  a setting  of  beta  blocker  withdrawal  and  PROCARDIA  initiation  It  is  important 
to  taper  beta  blockers  if  possible,  rather  than  stopping  them  abruptly  before  beginning 
PROCARDIA 

Congestive  Heart  Failure:  Rarely,  patients,  usually  receiving  a beta  blocker,  have  developed  heart 
failure  after  beginning  PROCARDIA  Patients  with  tight  aortic  stenosis  may  be  at  greater  risk  for 
such  an  event 

PRECAUTIONS:  General:  Hypotension:  Because  PROCARDIA  decreases  peripheral  vascular  re- 
sistance, careful  monitoring  of  blood  pressure  during  the  initial  administration  and  titration 
of  PROCARDIA  is  suggested  Close  observation  is  especially  recommended  for  patients  already 
taking  medications  that  are  known  to  lower  blood  pressure  (See  Warnings ) 

Peripheral  edema:  Mild  to  moderate  peripheral  edema,  typically  associated  with  arterial  vaso- 
dilation and  not  due  to  left  ventricular  dysfunction,  occurs  in  about  one  in  ten  patients  treated  with 
PROCARDIA  This  edema  occurs  primarily  in  the  lower  extremities  and  usually  responds  to  diuretic 
therapy  With  patients  whose  angina  is  complicated  by  congestive  heart  failure,  care  should  be  taken 
to  differentiate  this  peripheral  edema  from  the  effects  of  increasing  left  ventricular  dysfunction 

Drug  interactions:  Beta-adrenergic  blocking  agents  (See  Indications  and  Warnings  ) Experience 
in  over  1400  patients  in  a non-comparative  clinical  trial  has  shown  that  concomitant  administration 
of  PROCARDIA  and  beta-blocking  agents  is  usually  well  tolerated,  but  there  have  been  occasional 
literature  reports  suggesting  that  the  combination  may  increase  the  likelihood  of  congestive  heart 
failure,  severe  hypotension  or  exacerbation  of  angina 

Long-acting  nitrates  PROCARDIA  may  be  safely  co-admmistered  with  nitrates,  but  there  have 
been  no  controlled  studies  to  evaluate  the  antianginal  effectiveness  of  this  combination 

Digitalis  Administration  ot  PROCARDIA  with  digoxin  increased  digoxin  levels  in  nine  of  twelve 
normal  volunteers  The  average  increase  was  45%.  Another  investigator  found  no  increase  in  di- 
goxin levels  in  thirteen  patients  with  coronary  artery  disease  In  an  uncontrolled  study  of  over  two 
hundred  patients  with  congestive  heart  failure  during  which  digoxin  blood  levels  were  not  meas- 
ured. digitalis  toxicity  was  not  observed  Since  there  have  been  isolated  reports  of  patients  with 
elevated  digoxin  levels,  it  is  recommended  that  digoxin  levels  be  monitored  when  initiating,  adjust- 
ing. and  discontinuing  PROCARDIA  to  avoid  possible  over-  or  under-digitalization 

Carcinogenesis,  mutagenesis,  impairment  of  fertility  When  given  to  rats  prior  to  mating,  nife- 
dipine caused  reduced  fertility  at  a dose  approximately  30  times  the  maximum  recommended  hu- 
man dose 

Pregnancy  Category  C Please  see  full  prescribing  information  with  reference  to  teratogenicity  in 
rats,  embryotoxicity  in  rats,  mice  and  rabbits,  and  abnormalities  in  monkeys 
ADVERSE  REACTIONS:  The  most  common  adverse  events  include  dizziness  or  light-headedness, 
peripheral  edema,  nausea,  weakness,  headache  and  flushing  each  occurring  in  about  10%  of  pa- 
tients, transient  hypotension  in  about  5%,  palpitation  in  about  2%  and  syncope  in  about  0 5% 
Syncopal  episodes  did  not  recur  with  reduction  in  the  dose  of  PROCARDIA  or  concomitant  antian- 
gmal  medication  Additionally,  the  following  have  been  reported  muscle  cramps,  nervousness, 
dyspnea,  nasal  and  chest  congestion,  diarrhea,  constipation,  inflammation,  joint  stiffness,  shaki- 
ness,  sleep  disturbances,  blurred  vision,  difficulties  in  balance,  dermatitis,  pruritus,  urticaria,  le- 
ver, sweating,  chills,  and  sexual  difficulties  Very  rarely,  introduction  of  PROCARDIA  therapy  was 
associated  with  an  increase  in  anginal  pain,  possibly  due  to  associated  hypotension 

In  addition,  more  serious  adverse  events  were  observed . not  readily  distinguishable  from  the  nat- 
ural history  of  the  disease  in  these  patients  It  remains  possible,  however,  that  some  or  many  ot 
these  events  were  drug  related  Myocardial  infarction  occurred  in  about  4%  ot  patients  and  conges- 
tive heart  failure  or  pulmonary  edema  in  about  2%  Ventricular  arrhythmias  or  conduction  distur- 
bances each  occurred  in  fewer  than  0 5%  of  patients 

Laboratory  Tests:  Rare,  mild  to  moderate,  transient  elevations  of  enzymes  such  as  alkaline  phos- 
phatase, CPK.  LDH,  SGOT,  and  SGPT  have  been  noted,  and  a single  incident  ot  significantly  ele- 
vated transaminases  and  alkaline  phosphatase  was  seen  in  a patient  with  a history  of  gall  bladder 
disease  after  about  eleven  months  of  nifedipine  therapy  The  relationship  to  PROCARDIA  therapy  is 
uncertain  These  laboratory  abnormalities  have  rarely  been  associated  with  clinical  symptoms 
Cholestasis,  possibly  due  to  PROCARDIA  therapy,  has  been  reported  twice  in  the  extensive  world 
literature 
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9000  North  May  Avenue 


The  Saint  Martins  professional  community  will  offer 
condominium  office  buildings  for  sale  in  Oklahoma  City’s  most 
valuable  and  accessible  location  between  the  Baptist  Medical 
Center  and  Mercy  Health  Center. 

There  will  be  103,000  square  feet  in  14  beautiful  buildings, 
all  in  a tree  covered  site  on  North  May  Avenue. 

Excellent  Visibility 

Abundant  Parking 

Fine  Interior  Finishes  and  Details 

Security,  Ground  Maintenance,  and  Janitorial  Services 

are  provided  by  the  Association 


OFFICE  PROPERTIES  FOR  SALE 

1,800  sq.  ft.  to  12,000  sq.  ft. 

For  Preview  Information 
848-8686 
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Sentenced  but  not  guilty 

Now  that  most  of  us  have  agreed  to  freeze  our 
fees  — until  early  next  year  at  least  — it  has 
been  quietly  noted  that,  between  the  years  1973 
and  1982  our  net  incomes,  adjusted  for  inflation, 
declined  seven-tenths  of  one  percent  per  year. 

Public  response  to  our  self-flagellation  has 
held  no  surprises  either.  Summed  up,  it  is  best 
characterized  as,  “Well,  it’s  about  time!” 

Whether  our  cries  of  mea  culpa  will  modify 
or  delay  our  enslavement  through  the  seizure 
of  our  hospital  staffs  by  the  bureaucracy  is  yet 
to  be  discovered.  Chances  that  we  will  retain 
stewardship  of  our  hospital  staff  policies  seem 
slightly  less  than  our  chances  for  a ten-inch 
snowfall  here  in  Oklahoma  in  late  August. 

Donning  sackcloth  and  dusting  ourselves 
with  ashes  will  accomplish  nothing  of  benefit. 
Such  foolishness  will,  however,  encourage  us  to 
accept  guilt  which  is  not  ours,  confess  to  felonies 
we  have  not  committed,  and  promote  a posture 
of  submission  and  resignation  to  slavery. 

If  you  are  not  ready  for  this  you  can  resign 
from  the  profession  of  medicine  or  you  can  de- 
fend yourself  and  declare  your  intentions  to  your 
patients,  your  neighbors,  your  hospital  adminis- 
trators, and  your  elected  representatives. 

Should  you  choose  to  fight,  you  should  arm 
yourself  with  the  convictions  of  a crusader,  re- 
sisting the  role  of  a martyr  but  willing  to  accept 
a martyr’s  fate. 

Stand  up  and  speak  out. 

Ask  each  person  who  uses  the  term  “health 
care”  to  define  it.  What  does  it  include?  What 
does  it  exclude?  Does  it  include  the  cost  of  health 
insurance  and  the  profits  of  the  companies 
which  sell  it?  Does  it  include  the  cost  of  over-the- 
counter  drugs  and  hearing  aids  and  vitamins 
and  alfalfa  pills?  Does  it  include  the  cost  of 
domiciliary  care  for  the  elderly  or  the  orphaned 
or  the  mentally  incompetent?  Does  it  exclude 
the  cost  of  saunas  and  whirlpool  tubs  and  trips 
to  spas  and  health  resorts?  Does  it  exclude  the 
expenses  involved  in  visiting  faith  healers  and 


naturopaths  and  witch  doctors?  Does  it  exclude 
the  cost  of  elective  cosmetic  surgery  and  mem- 
bership in  sports  clubs  and  aerobics  classes  and 
weight  control  groups? 

Then  ask  who  defines  the  term  “health 
care,”  how  often  how  recently  and  precisely  how 
is  it  expanded  and  modified? 

Of  course  you  will  discover  that  absolutely 
no  one  knows  what  the  term  “health  care” 
means  but  absolutely  everyone  knows  that  it 
costs  too  much.  (Surely  someone,  somewhere 
does  have  an  ill-defined,  vague,  and  varying  list 
of  the  ingredients  of  “health  care,”  and  will 
eventually  face  you  with  it.  When  this  happens 
your  total  lack  of  responsibility  for  its  cost  will 
be  strikingly  evident.) 

As  the  second  maneuver  in  your  defense, 
point  out  that  the  average  practicing  physician 
in  this  country  has  seen  his  inflation-adjusted 
income  fall  seven-tenths  of  one  percent  every 
year  between  1973  and  1982.  Point  out  also  that 
during  those  years  you  have  assumed  more  and 
more  liability,  provided  better  and  more  effec- 
tive care,  and  suffered  steadily  increasing  criti- 
cism. 

Finally,  in  your  own  defense,  join  the  effort 
to  discover  the  real  definition  of  “health  care,” 
and  the  real  culprits  responsible  for  its  intoler- 
able costs.  You  are  not  one  of  the  culprits.  You 
are  one  of  the  principal  victims  — about  to  be 
sentenced  to  slavery  or  banishment  from  your 
own  hospital. 

If  you  endorse  sackcloth  and  ashes,  mea 
culpa  and  self-flagellation  — if  you  believe  you 
are  among  the  guilty  — if  you  think  you  know 
what  “health  care”  is  and  that  you  can  control 
its  costs,  stand  up  and  be  sentenced. 

On  the  other  hand,  if  you  know  you  are  not 
guilty,  stand  up  and  fight.  Let  the  people  in 
your  community  know  that  you  are  not  guilty 
and  that  you  refuse  to  be  tried  in  the  kangaroo 
court  of  distorted  public  opinion. 

Discover  the  truth.  It  will  set  you  free. 

— MRJ 
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OSMA  Council  on  Hospital 
Medical  Staffs,  a New  Forum 
for  Problem-Solving 

A new  Council,  approved 
by  the  House  of  Delegates 
in  May,  is  now  a reality, 
ready  to  provide  much- 
needed  liaison  between 
physicians  on  hospital 
staffs  and  OSMA;  a forum 
for  discussion  of  and  even- 
tual solutions  to  an  av- 
alanche of  problems,  past, 
present,  and  potential;  a future  avenue  of  valu- 
able communication! 

The  Council  Chairman  is  an  OSMA  states- 
man, Orange  Miller  Welborn,  who  has  had  a 
wealth  of  experience  in  his  own  hospital  setting 
in  Ada.  He  possesses  an  encyclopedic  knowledge 
of  most  “alternate  health  care  delivery  systems” 
in  existence  and  the  ability  to  handle  the  types 
of  debates  and  discussions  expected  out  of  the 
new  Council!  The  Vice-Chairman,  William  O. 
“Bill”  Coleman,  is  quite  knowledgeable  also 
and,  further,  has  participated  in  the  Hospital 


Medical  Staff  Section  of  the  AMA  since  its  inau- 
gural meeting  in  June  1983. 

An  attempt  has  been  made  to  have  an  appoin- 
tee selected  from  each  hospital  medical  staff  in 
the  state.  Only  27  have  been  appointed  as  of 
June  1 but  more  may  be  added  to  provide  rep- 
resentation where  representation  is  desired;  the 
appointment  needs  to  be  initiated  by  the  Chief- 
of-Staff,  through  me,  and  the  appointee  must 
be  an  OSMA  member,  of  course. 

If  you  don’t  find  your  hospital  staff  appoin- 
tee listed  in  the  June  1 roster  of  OSMA  Council 
on  Hospital  Medical  Staffs,  stimulate  your 
Chief-of-Staff  to  get  to  me  an  appointee’s  name 
that  is  satisfactory  to  your  staff  members. 
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Genetic  Counseling: 

An  Integral  Component  of 
Primary  Medical  Care 


BARBARA  L.  VOGT,  MS 
BURHAN  SAY,  MD 

Genetic  counseling  is  an  ever-growing  field 
which  is  still  not  fully  used  by  primary  care 
physicians  and  can  be  a resource  when 
physicians  encounter  special 
problems  related  to  medical  genetics. 

In  recent  years,  much  interest  has  been  gener- 
ated about  the  field  of  genetic  counseling;  in- 
deed, about  the  delineation  of  the  genetic  basis 
of  human  disease.  Physicians  have  been  chal- 
lenged with  the  task  of  familiarizing  them- 
selves with  the  rapidly  growing  body  of  knowl- 
edge of  genetic  factors  in  disease  and  with  the 
services  available  from  genetic  centers.  The  role 
of  the  primary  physician  on  the  genetic  counsel- 
ing team  is  sometimes  obscure,  and  thus  may 
be  in  need  of  clarification. 

Medical  geneticists  recognize  that  some- 
times complex  medical  entities  need  to  be  re- 
lated to  the  patient  and  his  family.  The  presence 
of  a genetic  condition  in  a family  has  a great 

H.  Allen  Chapman  Research  Institute  of  Medical  Genetics,  Tulsa. 


impact  on  intrafamilial  relationships,  espe- 
cially on  decisions  regarding  reproduction.  The 
American  Society  of  Human  Genetics  under- 
took a study  to  address  this  issue  and  in  1975 
published  a definition  of  the  term  “genetic  coun- 
seling”: 

Genetic  counseling  is  a communication  process 
which  deals  with  the  human  problems  as- 
sociated with  the  occurrence,  or  the  risk  of  oc- 
currence, of  a genetic  disorder  in  a family.  This 
process  involves  an  attempt  by  one  of  more 
appropriately  trained  persons  to  help  the  indi- 
vidual or  family  to: 

( 1 ) comprehend  the  medical  facts,  including 
the  diagnosis,  probable  course  of  the  disorder, 
and  the  available  management; 

(2)  appreciate  the  way  heredity  contributes 
to  the  disorder,  and  the  risk  of  recurrence  in 
specified  relatives; 

(3)  understand  the  alternatives  for  dealing 
with  the  risk  of  recurrence; 

(4)  choose  the  course  of  action  which  seems 
to  them  appropriate  in  view  of  their  risk,  their 
family  goals,  and  their  ethical  and  religious 
standards,  and  to  act  in  accordance  with  that 
decision;  and, 

(5)  to  make  the  best  possible  adjustment  to 
the  disorder  in  an  affected  family  member  and / 
or  to  the  risk  of  recurrence  of  that  disorder.1 

(continued) 
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Genetic  counseling  ( continued.) 

Genetic  counseling  and  diagnostic  services 
have  become  an  integral  part  of  medical  care 
in  most  states,  due  largely  to  funding  available 
from  federal  sources  under  the  National  Gene- 
tic Disease  Act  of  1976.  To  serve  large  geog- 
raphical areas,  many  states,  including  Okla- 
homa, have  developed  outreach  programs  in 
which  the  genetics  specialty  team  travels  from 
the  hospital-  or  university-based  genetics 
center  to  satellite  clinics  established  strategi- 
cally throughout  the  state.  In  the  short  three 
years  of  its  existence,  Oklahoma’s  Outreach 
Program  has  been  felt  to  be  an  asset  to  many 
practicing  physicians. 

A variety  of  professionals  are  involved  in 
the  “team  approach”  to  genetic  counseling,  in 
which  each  professional  contributes  from  his  or 
her  area  of  expertise.  Participants  include  med- 
ical geneticists  (with  one  to  two  years  special- 
ized training  in  human  genetics);  PhDs  in  the 
area  of  genetics,  biochemistry,  or  other  related 
fields;  genetic  asssociates  (with  Masters  de- 
grees in  medical  genetics,  counseling,  and  com- 
munication skills);  and  nurses  and  nurse  prac- 
titioners. Social  workers,  psychologists,  psychi- 
atrists, and  chaplains  may  also  be  included.  The 
primary  physician  joins  this  group  to  complete 
the  genetics  team,  and  offers,  as  a unique  con- 
tribution, valuable  information  about  the  pa- 
tient and  particular  family  interactions. 

Additionally,  the  primary  care  physician, 
when  encountering  questions  regarding  inheri- 
tance of  diseases,  may  counsel  the  patient  on 
many  occasions  regarding  diagnosis,  prognosis, 
and  risk  of  recurrence.  For  example,  in  Down’s 
syndrome,  chromosome  analysis  of  a peripheral 
blood  sample  reveals  Trisomy  21,  and  the  prog- 
nosis and  recurrence  risk  are  fairly  clear  cut. 
The  physician  gently  delivers  the  diagnosis  and 
prognosis  to  the  parents,  talks  with  them  about 
their  reactions  and  future  plans,  and  cares  for 
the  patient  and  family  in  the  years  ahead.  This 
is  the  essence  of  genetic  counseling.  In  other 
instances,  however,  the  primary  physician  or 
local  health  professional  may  refer  the  family 
to  a genetic  outreach  clinic  for  further  evalua- 
tion, but  still  provide  the  emotional  support  and 
continuity  that  a distant  specialist  is  not  able 
to  convey. 

Over  3,300  disorders  have  been  confirmed 
as  being  hereditary  in  nature.2  Many  birth  de- 
fects appear  to  be  isolated  problems,  but  may 
actually  represent  partial  expressions  of  inher- 
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ited  syndromes.  For  example,  a cleft  lip  and 
palate  may  be  explained  to  a family  as  being 
of  multifactorial  inheritance,  with  a 2%  to  4% 
chance  of  recurrence.  If  careful  examination  re- 
veals the  presence  of  lip  pits  or  mounds  (mucous 
cysts  in  the  lips),  the  condition,  known  as  Van 
der  Woude’s  syndrome,  is  inherited  in  a domin- 
ant fashion  and  carries  a 50%  risk  of  recurrence. 
Geneticists  are  specifically  trained  to  differen- 
tiate these  syndromes.  Several  syndromes  (for 
example,  the  ectodermal  dysplasias)  may  be  in- 
herited in  one  of  many  ways:  dominantly,  reces- 
sively,  or  in  an  X-linked  fashion. 


Over  3,300  disorders 
have  been  confirmed 
as  being  hereditary 
in  nature. 


Geneticists  have  a different  approach  in 
diagnosing  genetic  disorders.  Great  attention 
is  paid  to  details  of  a patient’s  appearance,  and 
to  assessment  of  variations  from  the  norm.  This 
is  particularly  true  of  the  eyes,  face,  ears,  and 
hands.  The  study  of  fingertip  ridges  and  palmar 
creases  is  often  informative  and  is  referred  to 
as  dermatoglyphics.  Chromosome  analysis  and 
specialized  biochemical  tests  for  rare  inborn  er- 
rors of  metabolism  are  sometimes  necessary 
and  available  through  a genetic  laboratory.  Es- 
sential in  every  genetic  work-up  is  delineation 
of  a family  health  history,  referred  to  as  a pedi- 
gree. This  substantiates  the  genetic  nature  of 
the  condition  and  has  direct  impact  on  the  re- 
currence risk  appropriate  for  the  family. 

Geneticists  may  also  aid  the  primary  physi- 
cian by  suggesting  and  evaluating  possible 
treatment  regimens.  Individuals  found  to  have 
PKU  (phenylketonuria)  may  be  placed  on  a diet 
low  in  phenylalanine  to  diminish  the  mental 
deficiency  that  is  historically  a part  of  the  con- 
dition. 

Referral  to  a genetics  unit  for  the  purpose 
of  diagnosis  is  just  one  of  the  services  available 
to  primary  physicians  in  the  community. 
Another  service  is  genetic  counseling  following 
a diagnosis.  Emphasis  is  placed  on  the  “com- 
munication process”  of  genetic  counseling,  as 
mentioned  previously.  The  diagnosis  and  prog- 
nosis are  explained  to  the  patient  and/or  family, 
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as  is  the  pattern  of  inheritance.  Support  ser- 
vices in  the  community  are  introduced  if  assist- 
ance with  a handicapping  condition  is  needed. 
Referrals  may  be  made  to  other  specialists,  and 
the  family  may  be  put  in  contact  with  parent 
support  groups  or  national  organizations.  Other 
family  members  may  be  diagnosed  through  car- 
rier testing.  One  unique  aspect  of  genetic  coun- 
seling is  a nondirective  attitude  on  the  part  of 
members  of  a genetics  team.  Geneticists  do  not 
advise  or  direct  patients  to  act  in  a prescribed 
way;  all  decisions  are  left  to  the  individuals 
involved. 

Geneticists  keep  abreast  of  the  ever-in- 
creasing repertoire  of  conditions  that  can  be 
diagnosed  prenatally  through  amniocentesis, 
ultrasound  examination,  and  maternal  serum 
alpha-fetoprotein  determination.  Over  85 
metabolic  diseases  are  amenable  to  prenatal 
diagnosis  through  enzyme  studies  of  cultured 
amniotic  fluid  cells.3  New  techniques,  such  as 
DNA  restriction  analysis  of  cultured  cells  of 
fetuses  at  risk  for  sickle  cell  anemia  or  thalas- 
semia, promise  significant  advances  in  prenatal 
diagnosis  in  the  future.  Prenatal  diagnosis  is  a 
relatively  new  field  to  which  the  patient  may 
react  with  hesitation  and  confusion.  Genetic 
counseling  for  prenatal  diagnosis  consists  of 
meeting  with  the  couple,  assessing  the  indica- 
tions for  such  testing,  and  explaining  the  proce- 
dures involved.  In  addition,  this  initial  contact 
with  the  expectant  couple  lays  the  foundation 
for  a future  therapeutic  relationship  should  the 
prenatal  testing  reveal  an  abnormal  fetus. 

In  spite  of  the  recent  advances  in  the  under- 
standing of  genetic  factors  in  diseases  and  birth 
defects,  there  remains  a significant  proportion 
of  cases  in  which  a diagnosis  or  prognosis  cannot 
be  made.  This  represents  an  opportunity  to 
study  new  syndromes  or  new  variants  of  well- 
established  syndromes.  By  contributing  to  the 
body  of  medical  knowledge  of  a genetic  condi- 
tion, a physician  may  be  of  service  to  numerous 
families  in  the  future  who  may  directly  benefit 
from  his  clinical  experience. 

In  summary,  the  primary  physician  plays 
a very  important  role  in  the  smooth  operation 
of  the  genetics  team.  Commonly,  it  is  the  pri- 
mary physician  who  has  recognized  the  genetic 
nature  of  a trait.  He  refers  the  patient  for  gene- 
tic evaluation  and  explains  to  the  family  mem- 


bers the  mechanisms  of  inheritance  and  the 
diagnostic  procedures.  He  implements  the  pro- 
posed treatment  regimens  and  monitors  the  pa- 
tient’s progress.  He  provides  the  encourage- 
ment needed  by  the  family  in  order  to  best 
utilize  the  medical  specialty.  He  is  the  link  be- 
tween medical  progress  and  the  human  needs 
of  daily  living.  He  is  absolutely  crucial  to  the 
workings  of  an  outreach  organization.  In  fact, 
the  Oklahoma  Statewide  Genetics  Outreach 
Program  considers  the  genetic  center  a “ter- 
tiary center”  (third  in  order)  as  compared  to  the 
“primary”  care  responsibilities  of  the  local 
physician  or  health  professional  who  has  daily 
charge  of  the  patient. 

As  the  field  of  genetics  becomes  larger  and 
more  complex,  the  need  for  genetics  specialty 
teams  will  continue  to  grow.  Nevertheless,  it  is 
the  primary  physician,  by  successfully  integrat- 
ing the  outreach  team  with  his  patients,  who 
will  be  the  key  to  successful  delivery  of  genetic 
services. 

A listing  of  genetic  centers  and  free  outreach  clinics  is 
available  in  the  October  1982  issue  of  the  Journal  of  the 
Oklahoma  State  Medical  Association  (volume  75,  number 
10,  page  348)  or  by  inquiring  at  the  Maternal  and  Child 
Health  Division  of  the  State  Department  of  Health  in  Okla- 
homa City  at  (405)  271-4471.  A sixth  outreach  clinic  has 
recently  opened  in  Bartlesville,  with  appointments  being 
made  through  Barbara  Kell,  RN,  (918)  336-4823. 

H.  Allen  Chapman  Research  Institute  of  Medical  Genetics, 
Children’s  Medical  Center,  Post  Office  Box  35648,  5300  E. 
Skelly  Drive,  Tulsa,  Oklahoma  74135. 
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In  Vitro  Activity  of  Netilmicin 


S.  M.  HUSSAIN  QADRI,  PhD 
STEVE  JOHNSON 

Netilmicin,  a semisynthetic  aminoglycoside, 
demonstrated  more  effective  in-virto  activity 
than  gentamicin  and  tobramycin  against 
members  of  Enterobacteriaceae  and 
Pseudomonas  aeruginosa. 

The  in-vitro  activity  of  netilmicin  was  compared 
to  gentamicin,  tobramycin,  amikacin,  ampicil- 
lin,  carbenicillin,  cephalosporin,  chloram- 
phenicol, methicillin,  clindamycin,  erythromy- 
cin, nitrofurantoin,  tetracycline,  and  tri- 
methoprim sulfamethoxazole  against  1,634 
strains  of  gram-positive  and  gram-negative  bac- 
teria. Of  the  1,104  strains  of  Enterobacteriaceae 
tested,  1,100  (99.6%)  were  sensitive  to  netilmi- 
cin. Ninety-one  percent  of  isolates  of 
Pseudomonas  aeruginosa,  85.0%  of  Ps  fluores- 
cens,  and  75.0%  of  Ps  maltophilia  were  also  in- 
hibited by  this  antibiotic.  The  majority  of  the 
strains  of  Staphylococcus  aureus  (97.0%),  enter- 
cocci  (81.0%),  and  Streptococcus  pneumoniae 
(100%)  were  susceptible  to  this  semisynthetic 
aminoglycoside.  Netilmicin  was  found  to  be 
more  effective  than  gentamicin,  tobramycin, 

198 


and  other  commonly  used  antibiotics.  Its  overall 
spectrum  was  comparable  to  amikacin. 

Introduction 

Netilmicin  is  a semisynthetic  aminoglycoside 
that  is  the  1-N-ethyl  derivative  of  sisomicin. 
Since  1976  this  antibiotic  has  been  extensively 
studied  to  determine  its  efficacy  in  the  treat- 
ment of  infections  caused  by  both  gram-positive 
and  gram-negative  bacteria.  Many  inves- 
tigators reported  its  antibacterial  spectrum 
comparable  to  gentamicin  and  tobramycin.1,6'8 
Stewart  et  al10  found  it  to  be  more  effective  than 
gentamicin  and  tobramycin  against  Serratia, 
whereas  Eickhoff  and  Ehret2  reported  that  it 
was  four-  to  eight-  fold  less  active  than  gentami- 
cin against  this  bacterium.  Unlike  gentamicin, 
netilmicin  is  active  against  many  aminog- 
lycoside-resistant strains  that  produce  the 
aminoglycoside  adenylating  enzyme  ANT  (2") 
and  aminoglycoside  acetylating  enzymes  AAC 
(3)-I  and  AAC  (3)-III.7  In  this  paper  we  report 
the  in-vitro  activity  of  netilmicin  against  1,634 
clinical  isolates  in  a major  teaching  hospital  in 
Oklahoma.  The  susceptibility  pattern  of  these 
strains  is  also  compared  with  gentamicin,  tob- 
ramycin, amikacin,  and  other  antibiotics  that 
are  commonly  used  in  the  community. 
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Materials  and  Methods 

Antimicrobial  Agents.  Agar  diffusion  tests 
were  performed  using  commercially  prepared 
antibiotic  discs  (Difco  Laboratories,  Detroit). 
Netilmicin  (30pg)  discs  were  obtained  from 
Schering  Corporation  (Kenilworth,  NJ).  The 
antibiotic  content  of  the  discs  was  10  p.g  for 
ampicillin,  colistin,  gentamicin,  and  tobramy- 
cin; 15  |xg  for  erythromycin;  30  pg  for  amikacin, 
cephalothin,  chloramphenicol,  tetracycline, 
and  vancomycin;  1.23  pg,  23.75  pg  for 
trimethoprim-sulfamethoxazole;  10  units  for 
penicillin  G;  lOOpg  for  carbenicillin,  and  5 p.g 
for  methicillin.  The  disc  contents  used  are  those 
recommended  by  the  National  Committee  for 
Clinical  Laboratory  Standards  (1981),  for  which 
interpretive  data  have  been  established. 

Bacteria.  1,634  isolates  from  clinical  speci- 
mens were  tested  over  a six-month  period  at 
Oklahoma  Memorial  Hospital,  a 340-bed  gen- 
eral medical  and  surgical  hospital  for  adults 
which  serves  as  a primary  teaching  institution 
for  the  University  of  Oklahoma  Health  Sciences 
Center.  Microorganisms  were  identified  by  con- 
ventional methods  described  in  the  Manual  of 
Clinical  Microbiology ,4  These  bacteria  con- 


sisted of  1,104  strains  of  Enterobacteriaceae,  144 
strains  of  Ps  aeruginosa,  212  S aureus,  and  161 
Streptococcus  species.  The  isolates  were  ob- 
tained from  blood  cultures,  respiratory  cul- 
tures, urines,  wounds,  and  miscellaneous 
sources. 

Susceptibility  Testing.  Antibiotic  disc  sus- 
ceptibility testing  was  performed  according  to 
the  procedure  described  by  the  National  Com- 
mittee for  Clinical  Laboratory  Standards 
(1981).  Microorganisms  were  considered  sus- 
ceptible to  netilmicin  if  the  zone  site  was  equal 
to  or  greater  than  15  mm,  intermediate  if  13 
mm  to  14  mm,  and  resistant  if  the  zone  site  was 
equal  to  or  less  than  12  mm.  Quality  control 
organisms  included  in  daily  testing  were  E coli 
ATCC  25922,  S aureus  ATCC  25923,  and  Ps 
aeruginosa  ATCC  27853.  Mueller-Hinton  agar 
(Difco,  Detroit),  with  a pH  between  7.2  and  7.4 
was  used  in  the  tests.  The  susceptibility  plates 
were  incubated  for  18  to  24  hours  at  35°C. 

Results 

All  the  microorganisms  used  during  this  inves- 
tigation were  isolated  from  clinical  specimens 
at  Oklahoma  Memorial  Hospital,  Oklahoma 


Table  1 

Susceptibility  of  Enterobacteriaceae  and  Pseudomonas  to  Netilmicin 
and  Other  Commonly  Used  Antimicrobial  Agents 

Total 

Organisms  Isolates 

Percent  Susceptible 

AM 

AN 

CB 

CR 

C 

GM 

NE 

Nitro 

TE 

TM 

SxT 

Citrobacter  diversus 

6 

17 

100 

17 

100 

100 

100 

100 

100 

67 

100 

100 

C freundii 

20 

50 

100 

80 

55 

100 

100 

100 

100 

90 

100 

100 

Enterobacter  aerogenes 

29 

20 

100 

90 

03 

86 

100 

100 

100 

79 

90 

100 

E agglomerans 

16 

06 

94 

94 

06 

62 

94 

100 

50 

81 

94 

100 

E cloacae 

68 

16 

100 

91 

04 

97 

97 

100 

100 

79 

97 

100 

Escherichia  coli 

570 

70 

100 

74 

86 

94 

99 

100 

99 

80 

99 

98 

Klebsiella  pneumoniae 

210 

05 

100 

06 

90 

88 

97 

99 

82 

81 

97 

93 

Proteus  Mirabilis 

109 

89 

100 

95 

93 

87 

95 

100 

06 

0 

95 

84 

P rettgeri/P  morganii 

15 

40 

100 

100 

06 

60 

93 

93 

33 

27 

93 

100 

P vulgaris 

11 

27 

100 

100 

18 

91 

100 

100 

100 

55 

100 

100 

Serratia  marcescens 

50 

12 

90 

60 

0 

58 

76 

94 

0 

06 

62 

50 

Pseudomonas  aeruginosa 

144 

0 

97 

94 

0 

03 

85 

91 

05 

03 

93 

05 

Ps  fluorescens 

6 

0 

100 

83 

0 

50 

100 

85 

0 

33 

100 

100 

Ps  maltophilia 

4 

0 

50 

50 

0 

75 

50 

75 

0 

50 

AM  ampicillin.  AN  = amikacin.  CB 

carbenicillin,  CR  = 

cephalothin,  C = chloramphenicol,  GM 

= gentamicin, 

TE  = tetracycline.  TM  = tobramycin.  NE  = netilmicin,  Nitro 

= nitrofurantoin,  SxT 

= trimethoprim  sulfamethoxazole. 
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Table  2.  Susceptibility  of  Gram-Positive  Bacteria  to  Netilmicin 
and  Other  Commonly  Used  Antibodies 


Percent  Susceptible 


Organisms 

Total 

Isolates 

AM 

AN 

CR 

C 

CL 

E 

GM 

ME 

NE 

P 

TE 

S aureus 

215 

10 

100 

99 

100 

99 

94 

99 

99 

97 

10 

89 

Group  D enterococcus 

119 

100 

0 

13 

94 

0 

69 

82 

0 

81 

07 

20 

Streptococcus  pneumoniae 

4 

100 

100 

100 

100 

100 

100 

100 

100 

100 

100 

100 

Group  B streptococci 

38 

100 

02 

100 

100 

100 

95 

02 

100 

13 

100 

05 

AM  = ampicillin,  AN  = amikacin,  CR  = cephalothin,  C = chloramphenicol,  CL  = clindamycin,  E = erythromycin, 
GM  = gentamicin.  ME  = methicillin,  NE  = netilmicin,  P = penicillin.  TE  = tetracycline. 


City.  They  consisted  of  1,634  strains  of  Cit- 
robacter  diversus,  C freundii,  Enterobacter 
aerogenes,  E agglomerans,  E cloacae,  Es- 
cherechia  coli,  Klebsiella  pneumoniae,  Proteus 
mirabilis,  P rettgeri,  P morganii,  P vulgaris, 
Serratia  marcescens,  Pseudomonas  aeruginosa, 
Ps  fluorescens,  Ps  maltophilia,  S aureus.  Group 
D enterococcus,  Streptococcus  pneumoniae,  and 
Group  B streptococci.  These  bacteria  were  iso- 
lated from  urine  (35%),  respiratory  tract  (14%); 
genital  sources  (7%),  blood  (5%),  and  other  body 
fluids,  wounds,  and  tissues  (39%).  The  in-vitro 
activity  of  netilmicin  and  other  antibiotics  was 
determined  by  the  disk  diffusion  test. 

A total  of  1,258  strains  of  gram-negative 
and  376  strains  of  gram-positive  bacteria  were 
tested.  The  susceptibility  pattern  of  gram-nega- 
tive bacteria  is  shown  in  Table  1.  Ninety-eight 
percent  of  all  these  bacteria  were  sensitive  to 
netilmicin,  whereas  only  43%  were  susceptible 
to  ampicillin,  68%  to  carbenicillin,  63%  to 
cephalosporin,  82%  to  chloramphenicol,  71%  to 
nitrofurantoin,  63%  to  tetracycline,  and  83% 
were  inhibited  by  trimethoprim-sulfame- 
thoxazole. Getamicin  and  tobramycin  caused 
the  inhibition  of  95%  and  93%  of  these  or- 
ganisms, respectively.  Only  amikacin  was 
found  to  be  more  effective,  with  99%  of  the 
strains  being  susceptible  to  this  amino- 
glycoside. Of  the  154  strains  of  pseudomonads 
tested,  91%  of  Ps  aeruginosa,  85%  of  Ps  fluores- 
cens and  three  of  the  four  strains  of  Ps  mal- 
tophilia were  sensitive  to  netilmicin. 

Over  90%  of  strains  of  S aureus  were  inhib- 
ited by  all  the  antibiotics  that  are  generally 
used  at  Oklahoma  Memorial  Hospital,  except 
ampicillin  and  penicillin,  with  97%  of  the  or- 
ganisms being  sensitive  to  netilmicin  (Table  2). 
The  activity  of  netilmicin  against  enterococci 
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was  comparable  to  gentamicin  but  superior  to 
all  the  other  antibiotics  with  the  exception  of 
ampicillin  and  chloramphenicol.  Like  other 
aminoglycosides,  it  showed  little  activity 
against  Lancefield  Group  B streptococci. 


Of  the 

1,104  strains  of 
Enterobaeteriaceae  tested 
99.6%  were  sensitive 
to  netilmicin. 


Discussion 

Aminoglycosides  constitute  a valuable  group  of 
therapeutic  agents  that  are  among  the  oldest 
known  antibiotics.  Since  the  isolation  of  strepto- 
mycin by  Selman  Waksman  in  1944,  a number 
of  these  antibiotics  have  been  isolated  from 
microorganisms  or  prepared  semisynthetically. 
Currently  more  than  twelve  aminoglycosides 
are  commercially  available  as  therapeutic 
agents  in  various  parts  of  the  world,  with  an 
estimated  sales  of  $500,000,000  per  year.  Only 
four  of  these  antibiotics,  namely  gentamicin, 
tobramycin,  amikacin,  and  netilmicin,  are  com- 
monly used  at  this  time  in  the  USA,  and  their 
importance  in  the  treatment  of  infections 
caused  by  aerobic  gram-negative  bacteria  is  un- 
disputed. However,  the  ability  of  bacteria  to 
develop  resistance  and  the  renal  and  oto-toxicity 
to  aminoglycosides  are  significant  factors  in  de- 
termining a therapeutic  regimen.  Over  the  last 
ten  years  a number  of  bacteria,  including 
pseudomonads,  have  shown  increased  resis- 
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tance  to  gentamicin  and  tobramycin.  Netilmicin 
not  only  has  been  found  to  be  active  against 
microorganisms  that  exhibit  resistance  to  gen- 
tamicin and  tobramycin,  but  it  has  been  re- 
ported to  be  less  nephro-  and  oto-toxic  and  has 
greatly  reduced  chronic  toxicity.5,7 

Miller  et  al 7,8  reported  that  netilmicin  was 
similar  to  gentamicin  against  sensitive  strains 
of  Enterobacteriaceae  and  was  active  against  all 
the  gentamicin-  and  tobramycin-resistant 
strains  of  this  family.  We  found  this  to  be  true 
with  the  1,103  strains  of  Enterobacteriaceae; 
only  one  strain  ofP  morganni  that  was  resistant 
to  gentamicin  and  tobramycin  was  also  resis- 
tant to  netilmicin.  Other  investigators  have 
reached  a similar  conclusion,  using  clinical 
bacterial  isolates.9,10  However,  Eickhoff  and 
Ehret,2  using  636  clinical  strains,  found  that  of 
the  five  aminoglycosides  used  in  the  study,  gen- 
tamicin was  the  most  active  antibiotic.  Kantor 
and  Norden3  reported  that  netilmicin  was  com- 
parable to  gentamicin  except  that  (1)  gentami- 
cin was  more  active  against  S marcescens  and 
Ps  aeruginosa,  (2)  most  strains  of  gentamicin-re- 
sistant Enterobacteriaceae  were  susceptible  to 
netilmicin,  and  (3)  netilmicin  was  more  active 
than  amikacin  for  all  Enterobacteriaceae  and  S 
aureus.  At  Oklahoma  Memorial  Hospital, 
amikacin  was  found  to  be  comparable  to  netilmi- 
cin for  S aureus  and  Enterobacteriaceae.  We 
further  found  that  netilmicin  was  more  active 
than  gentamicin  against  S marcescens  and  Ps 
aeruginosa. 

Meyer  et  al6  used  224  clinical  isolates  of 
gentamicin-resistant  Enterobacteriaceae  and  Ps 
aeruginosa  and  found  that  netilmicin  was 
highly  active  against  these  organisms,  but 
amikacin  was  more  effective  against  Ps 
aeruginosa.  Our  findings  are  consistent  with 
this  observation.  Of  the  23  gentamicin-resistant 
Ps  aeruginosa  tested  at  Oklahoma  Memorial 


Hospital,  10  strains  were  sensitive  to  netilmicin 
and  19  to  amikacin.  Meyer  et  al6  speculated 
that  this  difference  may  be  due  to  either  permea- 
bility factors  or  resistance  of  amikacin  to  inac- 
tivation by  enzymes  produced  by  R factors. 

Acknowledgement:  We  thank  Dr  Ronald  L.  Gillum  for 
critical  review  of  the  manuscript. 
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Paths  to  Progress  III 

Quantitative  Morphometric 
Analysis  Laboratory 


GEORGE  HEMSTREET,  PhD 

Using  the  latest  in  computer  technology,  it  is 
now  possible  to  detect  and  diagnose  cancer  at 
the  single  cell  level,  a time  when  the  odds  for 

cure  are  greatest. 

The  Quantitative  Morphometric  Analysis  Lab- 
oratory was  established  in  1983  as  a research 
and  service  unit  of  the  Clinical  Laboratories  of 
the  State  of  Oklahoma  Teaching  Hospitals.  This 
unique  lab  was  developed  to  provide  a diagnos- 
tic service  to  urologists  and  other  clinicians 
throughout  Oklahoma,  as  well  as  to  conduct 
research  to  improve  the  sensitivity  and  specific- 
ity of  cytopathologic  evaluations,  particularly 
exfoliated  bladder  and  cervical  cells. 

Urinary  cytology  is  the  primary  service 
now  offered  by  this  laboratory.  Accurate  in- 
terpretation of  atypical  diagnoses  resulting 
from  traditional  cytologic  methods  has  long 
been  a problem  for  urologists.  Conventional  Pap 
cytology  is  accurate  in  detecting  only  10%  to 
50%  of  Grade  1 and  2 tumors,  which  often  neces- 
sitates repeated  testing  of  some  patients.  Re- 
sults of  the  quantitative  fluorescence  image 
analysis  method  used  in  this  laboratory  are 
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markedly  more  accurate,  greater  than  95%, 
even  for  low-grade  tumors.  This  methodology 
is  particularly  useful  for  the  early  detection  and 
diagnosis  of  bladder  cancer,  and  for  monitoring 
therapeutic  regimens.  In  addition  to  the  excel- 
lent results  from  evaluating  exfoliated  bladder 
cells,  pilot  cervical  studies  indicate  that  the  the 
image  analysis  system  may  be  very  promising 
for  differentiating  malignant  cervical  dysplasia 
from  that  caused  by  inflammation.  It  is  also 
anticipated  that  work  will  extend  into  pulmo- 
nary and  gastric  cytologies,  which  are  often  dif- 
ficult areas. 

The  Leitz  Texture  Analyzing  System 
(TAS),  a computerized  fluorescent  microscope 
that  automatically  scans  large  numbers  of  cells 
on  a slide  and  identifies  single  cells  with  in- 
creased nucleic  acid  content,  is  fundamental  to 
the  Quantitative  Morophometric  Analysis  Lab- 
oratory. This  microscope  system  is  the  only  one 
of  its  kind  in  use  in  this  country  for  biological 
application.  The  system  and  its  biological  appli- 
cations have  been  developed  over  the  past  seven 
years  by  Dr  Seymour  West,  from  the  University 
of  Alabama  in  Birmingham,  and  Dr  George 
Hemstreet,  director  of  this  laboratory. 

The  system  is  unique  in  that  it  identifies 
cancer  cells  based  both  on  their  images  and  on 

Oklahoma  State  Medical  Association 


quantitative  measurements  of  the  intensity  of 
emitted  nuclear  fluorescence.  When  the  cell  is 
stained  with  fluorescent  dye,  the  dye  is  ab- 
sorbed by  the  nucleus  in  direct  proportion  to 
the  amount  of  nucleic  acid  present.  Those  cells 
with  elevated  nucleic  acid  content  are  displayed 
on  the  video  screen  for  evaluation  by  the 
cytotechnologist.  In  addition  to  the  improved 
detection  accuracy,  the  total  time  required  to 
review  a slide  is  only  about  three  minutes,  mak- 
ing it  considerably  faster  than  traditional 
methods.  Sample  preparation  for  this  method 
is  also  considerably  less  involved  than  that  for 
routine  Pap  cytology.  This  laboratory  currently 
provides  cytologic  analyses  to  a statewide  net- 
work of  urologists  upon  request. 

Quantitative  image  analysis  is  currently 


being  used  for  cytologic  evaluations  in  a na- 
tional program  to  screen  workers  at  high  risk 
for  bladder  cancer.  This  method  was  also  re- 
ported in  the  December  1982  issue  of  the  Inter- 
national Journal  of  Cancer. 
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ist is  a member  of  the  American  College  of  Sur- 
geons, American  Urological  Association,  National 
Kidney  Foundation  Council  on  Urology,  American 
Society  for  Microbiology,  and  Southwest  Oncology 
Group. 


Certification  of 

Emergency  Medical  Technicians 


J.  TED  HERBELIN,  MD 
DAVID  F.  WHARTON,  MPH 

Emergency  Medical  Technicians  are  often 
thought  of  as  merely  ambulance  drivers.  With 
the  passage  of  the  Emergency  Medical  Services 
Improvement  Act  of  1981,  rigorous  training  and 
certification  requirements  were  placed  upon 
these  individuals,  and  the  field  of  emergency 
medical  technology  has  become  a 
profession  of  its  own. 

A 1981  amendment  to  the  Emergency  Medical 
Services  Improvement  Act  requires,  for  the  first 
time  in  Oklahoma  history,  the  licensure  of  am- 
bulance services  and  emergency  medical  tech- 
nicians (EMTs). 

This  legislation  has  prompted  inquiries 
from  Oklahoma’s  medical  community  as  to  the 
role  of  EMTs  and  the  types  of  medical  care  they 
are  qualified  and  licensed  to  perform.  A recog- 
nition of  the  shared  responsibilities  of  the  EMT 
and  the  physician  is  fundamental  to  providing 
efficient  emergency  care  to  those  persons  faced 
with  sudden  illness  or  accident. 

As  required  by  the  act,  licensure  is  a re- 
sponsibility of  the  State  Board  of  Health,  acting 
through  the  Commissioner  of  Health.  The  state 
health  department’s  Emergency  Medical  Ser- 


vices Division  is  authorized  to  monitor  state 
ambulance  services  and  EMTs  to  assure  com- 
pliance. Training  requirements  for  each  EMT 
licensure  level  are  established  by  the  Technical 
Medical  Direction  Committee,  which  is  com- 
posed of  physicians,  educators,  emergency  med- 
ical service  administrators,  EMTs,  and  EMT- 
paramedics.  Appointed  by  the  Commissioner  of 
Health,  the  committee  also  provides  guidance 
on  technical  and  medical  matters  and  is  au- 
thorized to  alter  licensure  requirements  as 
needed. 

As  provided  in  Title  63,  Sec  330.74  of  the 
Oklahoma  Statutes,  there  are  four  licensure 
levels  of  EMT,  each  consisting  of  specific  educa- 
tion and  training  requirements.  They  are  EMT- 
Basic,  EMT-Advanced,  EMT-Advanced/Car- 
diac,  and  EMT-Paramedic. 

To  be  eligible  for  licensure  as  an  EMT- 
Basic,  an  individual  must  be  at  least  18  years 
old  and  successfully  complete  a state  health  de- 
partment approved  EMT-Basic  course  of  not 
less  than  81  clock  hours. 

Oklahoma  law  states  that  the  licensed 
EMT-Basic  may  perform  patient  assessment, 
including  determination  of  vital  and  diagnostic 
signs  and  triage;  bandaging,  splinting,  and  con- 
trol of  hemorrhage;  treatment  of  shock,  includ- 
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Certification  ( continued) 

ing  use  of  pneumatic  anti-shock  trousers;  car- 
diopulmonary resuscitation  and  use  of  adjunc- 
tive airway  devices;  rescue  and  extrication  ser- 
vices; and  other  emergency  medical  care  meas- 
ures as  indicated  in  the  standard  US  Depart- 
ment of  Transportation  (USDOT)  Basic 
Emergency  Medical  Technician  training  pro- 
gram. 

Skills  for  the  licensed  EMT- Advanced  level 
include  those  required  for  EMT-Basic,  as  well 
as  administration  of  intravenous  fluids,  use  and 
placement  of  definitive  airway  adjuncts,  and 
venipuncture  to  obtain  blood  samples. 

Besides  performing  all  skills  listed  within 
the  definition  of  EMT-Basic  and  EMT-Ad- 
vanced,  a licensed  EMT-Advanced/Cardiac  is 
qualified  for  recognition  and  interpretation  of 
cardiac  arrhythmias  using  a cardiac  monitor; 
defibrillation  and  cardioversion;  and  adminis- 
tration of  emergency  drugs  by  parenteral,  intra- 
muscular, subcutaneous,  and  intradermal 
routes. 

The  Paramedic  level  represents  the  apex 
of  the  EMT  training  spectrum.  In  addition  to 
being  licensed  as  an  EMT-Basic,  an  individual 
must  have  completed  the  entire  USDOT  EMT- 
Paramedic  training  course.  A licensed  EMT- 
Paramedic  may  perform  all  skills  listed  within 
the  definition  of  EMT-Basic,  EMT-Advanced, 
and  EMT-Advanced/Cardiac;  management  of 
pediatric  emergencies,  including  resuscitation, 
advanced  airway  placement,  and  parenteral 


medication  administration;  management  of 
obstetric/gynecologic  emergencies;  and  psychi- 
atric intervention,  including  parenteral  admin- 
istration of  medications. 

All  EMTs  should  perform  their  designated 
duties  according  to  procedures  and  protocols  set 
forth  by  physicians  currently  licensed  to  prac- 
tice in  Oklahoma. 

This  review  is  provided  in  the  hope  that 
Oklahoma  physicians,  hospital  medical  staff, 
and  other  medical  personnel  will  more  fully  un- 
derstand the  capabilities  of  EMTs.  The  quality 
of  emergency  care  received  by  victims  can  be  a 
matter  of  life  or  death.  The  physician-EMT  re- 
lationship is  vital  to  the  emergency  medical  ser- 
vices system  — a system  which  can  save  lives 
and  decrease  disabilities. 

For  further  information  concerning  EMTs, 
contact  the  Emergency  Medical  Services  Divi- 
sion of  the  Oklahoma  State  Department  of 
Health,  PO  Box  53551,  Oklahoma  City,  Ok- 
lahoma 73152,  or  telephone  (405)  271-4027. 

Joseph  Ted  Herbelin,  MD,  is  currently  deputy  com- 
missioner of  institutional  services  for  the  Okla- 
homa State  Department  of  Health.  A 1954  graduate 
of  the  University  of  Oklahoma  College  of  Medicine, 
Herbelin  specializes  in  public  health  administra- 
tion. He  is  a member  of  the  American  Society  of 
Anesthesiologists,  American  Public  Health  Associ- 
ation, and  Christian  Medical  Society. 

Coauthor  David  Fredrick  Wharton,  MPH,  earned 
his  master’s  degree  at  the  University  of  Oklahoma 
College  of  Public  Health  in  1983.  He  is  a member 
of  the  National  Association  of  Emergency  Medical 
Technicians. 


Do  not  stop  to  think  about  the  reasons  for  what  you  are  doing,  about  why 
you  are  questioning.  Curiosity  has  its  own  reason  for  existence.  One 
cannot  help  but  be  in  awe  when  he  contemplates  the  mysteries  of 
eternity,  of  life,  of  the  marvelous  structure  of  reality.  It  is  enough  if 
one  tries  merely  to  comprehend  a little  of  this  mystery  each  day. 
Never  lose  a holy  curiosity. 


— Albert  Einstein 
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News  from 

the  Oklahoma  State 

Department  of  Health 


Gonorrhea  in  children 

Gonorrhea  is  increasingly  becoming  the  pre- 
senting problem  of  a child  or  young  adolescent. 
Of  the  14,284  cases  of  gonorrhea  reported  in 
Oklahoma  for  1983,  about  one  percent  occurred 
in  children  or  adolescents  under  15  years  of  age. 
In  children  under  10  years  of  age,  38  cases  were 
reported.  From  10  through  14  years  of  age,  119 
cases  were  reported.  Girls  represented  76  to  80 
percent  of  the  cases  reported  in  children. 

Primary  infection  with  gonorrhea  will  usu- 
ally present  as  vulvovaginitis  in  prepubertal 
females.  It  develops  in  the  urethra  of  the  male 
and  the  cervix  of  the  postpubertal  female.  Chil- 
dren may  also  acquire  gonorrheal  infections  of 
the  eye,  throat,  and  rectum,  and  rarely,  may 
have  generalized  infections. 

Prepubertal  gonococcal  infection  outside 
the  neonatal  period  should  be  considered  pre- 


sumptive evidence  of  sexual  abuse.  Sexual 
abuse  of  children  may  represent  incest  or 
extra-familial  sexual  molestation.  Most  cases 
of  incest  involve  daughters  and  fathers  or  other 
adult  male  figures  in  the  family. 

Physicians  who  make  a diagnosis  of 
gonorrhea  in  a child  are  required  to  report  the 
case  to  the  state  health  department.  In  addition, 
physicians  are  required  by  law  to  report  all 
known  or  suspected  cases  of  child  sexual  abuse 
immediately  to  Children’s  Protective  Services 
of  the  Oklahoma  Department  of  Human  Ser- 
vices. 

Health  care  providers  are  often  turned  to 
for  evaluation  and  treatment  of  the  sexually 
abused  child.  Management  must  encompass 
sensitivity,  empathy,  and  appropriate  medical 
intervention  while  at  the  same  time  giving  due 
consideration  to  the  emotions  of  the  sexually 
assaulted  child,  the  accused  perpetrator,  and 
the  often  multitroubled  family. 


DISEASE 

April 

1984 

TOTAL  TO  DATE 

This  Year 

Last  Year 

j 5 Yr.  Avg. 

AMEBIASIS 

4 

6 

4 

7 

CAMPYLOBACTER  INFECTIONS 

12 

44 

37 

— 

ENCEPHALITIS,  INFECTIOUS 

4 

5 

7 

12 

GIARDIA  INFECTIONS 

14 

54 

52 

— 

GONORRHEA  (Use  ODH  Form  228)! 
HAEMOPHILUS  INFLUENZAE 

817 

3998 

5310 

4955 

INVASIVE  DISEASE 

14 

69 

60 

— 

HEPATITIS  A 

27 

138 

141 

151 

HEPATITIS  B 

33 

108 

83 

72 

HEPATITIS,  NON-A  NON-B 

6 

11 

16 

— 

HEPATITIS  UNSPECIFIED 

9 

36 

72 

72 

MEASLES  (RUBEOLA) 

5 

5 

0 

92 

MENINGITIS.  ASEPTIC 
MENINGITIS,  BACTERIAL 
(non-meningococcal, 

7 

14 

30 

22 

non  H.  Influenzae) 

3 

14 

33 

20 

MENINGOCOCCAL  INFECTIONS 

1 

14 

17 

15 

PERTUSSIS 

5 

32 

20 

9 

RABIES  (Animal) 
ROCKY  MOUNTAIN 

18 

44 

47 

81 

SPOTTED  FEVER 

0 

1 

6 

12 

RUBELLA 

0 

0 

0 

3 

SALMONELLA  INFECTIONS 

23 

87 

129 

81 

SHIGELLA  INFECTIONS 

6 

36 

44 

70 

SYPHILIS  (Use  ODH  Form  228) 

11 

67 

98 

69 

TETANUS 

0 

0 

0 

0 

TUBERCULOSIS 

10 

67 

97 

116 

TULAREMIA 

0 

1 

4 

1 

TYPHOID  FEVER 

0 

1 

1 

0 

Diseases  of 
Low  Frequency 

Total  to  Date 
This  Year 

ACQUIRED 

IMMUNE 

DEFICIENCY 

SYNDROME 

4 

BRUCELLOSIS 

2 

LEGIONNAIRES 

DISEASE 

4 

MALARIA 

2 

REYE 

SYNDROME 

10 

TOXIC  SHOCK 

SYNDROME 

5 

RABIES 

BECKHAM 

SKUNK 

1 

CADDO 

SKUNK 

1 

COMANCHE 

SKUNK 

1 

CRAIG 

SKUNK 

3 

GRADY 

COW 

1 

GRADY 

SKUNK 

6 

HARMON 

SKUNK 

1 

KIOWA 

COW 

1 

KIOWA 

SKUNK 

1 

MUSKOGEEE 

SKUNK 

1 

WAGONER 

SKUNK 

1 
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OSMA  council  appointments  announced 


New  members  for  the  various  councils  of  the 
Oklahoma  State  Medical  Association  have  been 
appointed.  As  reported  by  James  B.  Eskridge 
III,  MD,  new  OSMA  president,  in  his  Presi- 
dent’s Page  last  month  (Journal,  June  1984), 
many  of  the  new  members  were  selected  from 
among  the  state’s  younger  physicians. 

In  accordance  with  the  OSMA  Constitution 
and  Bylaws,  the  activities  of  the  councils  are 
governed  by  the  association’s  Annual  Program 


Claude  H.  Williams,  MD,  right,  of  Okeene  receives  the 
1984  A.  H.  Robins  Physician  Award  for  Community 
Service  from  Michael  J.  Haugh,  MD,  chairman  of  the 
OSMA  Board  of  Trustees.  In  nominating  Williams  for 
the  award  at  the  OSMA  Annual  Meeting,  Billy  Dale 
Dotter,  MD,  noted  his  colleague’s  qualities  as  “husband, 
father,  church  and  civic  leader,  and  physician.  He  is  an 
exemplary  model  of  a practicing  physician  dedicated 
to  his  patients,  his  county,  and  his  fellow  physicians.” 
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of  Activities  as  determined  and  interpreted  by 
the  Board  of  Trustees. 

The  Bylaws  outline  specifically  the  duties 
of  each  council. 

The  Council  on  Medical  Education  shall 
study  and  make  recommendations  related  to  all 
matters  of  maintaining  or  improving  the  level 
of  medical  competency  in  Oklahoma,  including 
but  not  limited  to  maintaining  liaison  with 
other  health  professions  and  occupations,  to  the 
continuing  medical  education  courses  for  as- 
sociation members,  and  to  the  accreditation  of 
medical  education  programs  in  Oklahoma.  It 
will  also  monitor  continuing  medical  education 
standards  as  they  may  be  required  by  associa- 
tion policy.  Financial  aid  to  education  shall  also 
be  among  the  duties  of  this  council. 

The  council  members  for  1984-85  are:  Will- 
iam R.  Smith,  MD,  Enid,  Chairman;  Victor  L. 
Robards,  MD,  Tulsa,  Vice-Chairman;  John  R. 
Alexander,  MD,  Tulsa;  Robert  C.  Bowman,  MD, 
Nowata;  Robert  T.  Buchanan,  MD,  Oklahoma 
City;  Robert  W.  King,  Jr.,  MD,  Oklahoma  City; 
Steven  Landgarten,  MD,  Tulsa;  Thomas  N. 
Lynn,  Jr.,  MD,  Oklahoma  City;  Harris  J.  More- 
land, MD,  Bartlesville;  Tim  K.  Smalley,  MD, 
Stillwater;  Edgar  W.  Young,  Jr.,  MD,  El  Reno; 
Charles  B.  McCall,  MD,  Oklahoma  City, 
OUHSC;  Edward  J.  Tomsovic,  MD,  Tulsa,  TMB; 
and  Larry  D.  Edwards,  MD,  Tulsa,  ORUSM. 

Members  of  the  Health  Manpower  Physi- 
cian Committee  of  this  council  are:  Thomas  N. 
Lynn,  Jr.,  MD,  Chairman;  Charles  B.  McCall, 
MD;  Edward  J.  Tomsovic,  MD;  Larry  D.  Ed- 
wards, MD;  William  R.  Smith,  MD;  and  Tim  K. 
Smalley,  MD. 

The  Council  on  Member  Services  will 
assume  responsibility  to  plan  and  carry  out  ser- 
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vices  of  all  types  having  direct  benefit  to  associ- 
ation members  and  constituent  county  or  dis- 
trict medical  societies  of  the  association,  includ- 
ing but  not  limited  to  insurance  benefit  pro- 
grams, special  publications,  travel  programs, 
services  to  the  Auxiliary  of  the  Oklahoma  State 
Medical  Association,  student  and  house  staff 
relations,  speakers  services,  membership  sur- 
veys, and  personal  services  including  counsel- 
ing, membership  recruitment,  and  adjudication 
of  disputes. 

The  council  members  for  1984-85  are:  Will- 
iam O.  Coleman,  MD,  Oklahoma  City,  Chair- 
man; Richard  A.  McKinne,  MD,  Muskogee, 
Vice-Chairman;  Nolen  L.  Armstrong,  MD,  Ok- 
lahoma City;  William  G.  Bernhardt,  MD,  Mid- 
west City;  Tim  S.  Caldwell,  MD,  Tulsa;  Jack 
Dancer,  MD,  Shattuck;  Edwin  Fair,  MD,  Ponca 
City;  Wilfred  S.  Gauthier,  MD,  Ardmore;  Joe 
Ray  Hamill,  MD,  Ardmore;  Joe  S.  Hester,  MD, 
Muskogee;  George  H.  Jennings,  MD,  Oklahoma 
City;  Edward  A.  McCune,  MD,  Enid;  Robert  A. 
McLaughlin,  MD,  Oklahoma  City;  Francis  D. 
Oakes,  MD,  Oklahoma  City;  Paul  O.  Shackel- 


ford, MD,  Tulsa;  and  S.  Fulton  Tompkins,  MD, 
Oklahoma  City. 

The  Council  on  State  Legislation  shall 
review  state  legislation  and  regulation  of  con- 
cern to  the  medical  profession  or  the  public 
health,  and  shall  initiate  activities  or  under- 
take appropriate  responses  on  matters  of  prior- 
ity interest.  It  shall  also  establish  and  maintain 
relations  with  state  government  entities  having 
statutory  or  regulatory  jurisdiction  affecting 
the  medical  profession,  the  delivery  of  health 
care,  or  the  public  health.  In  cooperation  with 
other  association  councils  and  committees,  it 
shall  develop  policy  recommendations  for  con- 
sideration by  the  Board  of  Trustees,  and  it  shall 
prepare  testimony  and  otherwise  conduct  the 
state  legislative  program  of  the  association. 

The  council  members  for  1984-85  are:  Wil- 
liam L.  Hughes,  MD,  Oklahoma  City,  Chair- 
man; Stephen  E.  Acker,  MD,  Oklahoma  City, 
Vice-Chairman;  M.  Tom  Buxton,  MD,  Okla- 
homa City;  Hugh  M.  Conner,  Jr.,  MD,  Okla- 
homa City;  Raymond  L.  Cornelison,  Jr.,  MD, 

(continued) 


Jack  Spears  of  Tulsa  proudly  displays  the  1984  OSMA  Outstanding  Layman  award  he  received  at  the  OSMA 
Annual  Meeting.  Spears  has  served  as  executive  director  of  the  Tulsa  County  Medical  Society  since  1941,  longer 
than  any  other  medical  society  executive  in  the  nation.  He  was  commended  for  his  lifetime  of  outstanding  accomplish- 
ment in  advancing  the  art  and  science  of  medicine.  With  Spears,  from  left  to  right,  are  past  Tulsa  County  Medical 
Society  presidents  C.  S.  Lewis,  Jr,  MD;  George  H.  Kamp,  MD;  Floyd  Miller,  MD;  Victor  L.  Robards,  Jr,  MD;  Robert 
G.  Perryman,  MD;  Michael  J.  Haugh,  MD;  Norman  L.  Dunitz,  MD,  (current  president);  and  John  R.  Alexander,  MD. 
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Appointments  (continued) 

Midwest  City;  Billy  D.  Dotter,  MD,  Okeene; 
Robert  S.  Ellis,  MD,  Oklahoma  City;  Steve 
Jimerson,  MD,  Norman;  William  P.  Jolly,  MD, 
Lawton;  John  F.  Josephson,  MD,  Tulsa;  D.  O. 
Kasprisin,  MD,  Tulsa;  William  J.  Kruse,  MD, 
Oklahoma  City;  Lee  Newcomer,  MD,  Tulsa; 
Michael  J.  Schwartz,  MD,  Yukon;  Charles  R. 
Vest,  MD,  Ada;  and  Edgar  W.  Young,  Jr.,  MD, 
El  Reno. 

Ex  officio  members  are:  Mrs  Ellie  Idstrom; 
Mrs  Veronica  Montero;  Perry  A.  Lambird,  MD; 
Larry  L.  Long,  MD;  Mark  R.  Johnson,  MD;  Joan 
K.  Leavitt,  MD;  Charles  B.  McCall,  MD;  Walter 
H.  Whitcomb,  MD;  and  George  F.  Short,  Esq, 
all  of  Oklahoma  City. 

The  Council  on  Medical  Services  will 
study,  make  decisions,  and  formulate  activities 
with  respect  to  the  provision  of  adequate  med- 
ical care,  including  but  not  limited  to  the  design 
or  evaluation  of  all  types  of  health  care  delivery 
systems,  health  planning,  the  financing  of  med- 
ical services  and  its  impact  on  the  quality  of 
patient  care,  the  social  aspects  of  health,  inter- 
nal peer  review  mechanisms,  and  the  appraisal 
of  all  external  programs  which  affect  the  cost 


C.  Alton  Brown,  MD,  left,  of  Oklahoma  City,  is  pre- 
sented the  1984  OSMA  Distinguished  Service  Award 
by  Kenneth  W.  Whittington,  MD,  Bethany,  vice-chair- 
man of  the  Board  of  Trustees.  Brown  was  honored  for 
his  leadership  in  the  establishment  of  the  Physicians 
Liability  Insurance  Company  (PLICO)  and  his  dedicated 
service  as  chairman  of  the  PLICO  Board  of  Directors 
since  the  company’s  inception.  The  presentation  was 
made  at  the  OSMA  Annual  Meeting  in  May. 
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or  quality  of  medical  care. 

The  council  members  for  1984-85  are:  John 
A.  Blaschke,  MD,  Oklahoma  City,  Chairman; 
Ray  V.  McIntyre,  MD,  Kingfisher,  Vice-Chair- 
man; Ronald  S.  Barlow,  MD,  Oklahoma  City; 
Donald  L.  Cooper,  MD,  Stillwater;  G.  Kevin 
Donovan,  MD,  Tulsa;  Kurt  Frantz,  MD,  Enid; 
Jay  A.  Gregory,  MD,  Muskogee;  Bartis  M.  Kent, 
MD,  Muskogee;  Gretchen  A.  McCoy,  MD,  Okla- 
homa City;  John  R.  Perkins,  MD,  Elk  City;  Ed 
E.  Rice,  MD,  Oklahoma  City;  and  David  J. 
Shepherd,  Jr.,  MD,  Enid. 

The  Council  on  Governmental  Ac- 
tivities shall  review  federal  legislation  and  reg- 
ulation of  concern  to  the  medical  profession  or 
the  public  health,  and  shall  initiate  activities 
or  undertake  appropriate  responses  on  matters 
of  priority  interest.  It  shall  also  establish  and 
maintain  relations  with  federal  government  en- 
tities having  statutory  or  regulatory  jurisdic- 
tion affecting  the  medical  profession,  the  deliv- 
ery of  health  care,  or  the  public  health.  In  coop- 
eration with  other  association  councils  and  com- 
mittees, it  shall  develop  policy  recommenda- 
tions for  consideration  by  the  Board  of  Trustees, 
and  it  shall  prepare  testimony  and  otherwise 
conduct  the  federal  legislative  program  of  the 
association. 

The  council  members  for  1984-85  are:  Perry 
A.  Lambird,  MD,  Oklahoma  City,  Chairman; 
Richard  Boatsman,  MD,  Lawton,  Vice-Chair- 
man; William  D.  Borkon,  MD,  Ada;  Stephen  K. 
Cagle,  MD,  Oklahoma  City;  Ed  L.  Calhoon,  MD, 
Beaver;  Charles  D.  Cook,  MD,  Poteau;  Jerome 
M.  Dilling,  Jr.,  MD,  Enid;  Curtis  E.  Harris,  MD, 
Oklahoma  City;  George  H.  Kamp,  MD,  Tulsa; 
George  M.  Pikler,  MD,  Tulsa;  Garland  Porter- 
field, MD,  Oklahoma  City;  Christian  N.  Ram- 
sey, Jr.,  MD,  Oklahoma  City;  C.  B.  Rebsamen, 
MD,  Tulsa;  Ronald  H.  White,  MD,  Oklahoma 
City;  and  James  A.  Young,  MD,  Tulsa. 

Ex  officio  members  are:  William  L.  Hughes, 
MD,  Oklahoma  City;  Mrs  Pam  Oster,  Ponca 
City;  Mrs  Ellie  Idstrom,  Oklahoma  City;  Mrs 
Veronica  Montero,  Oklahoma  City;  and  John 
Montgomery,  Washington,  DC. 

The  Council  on  Public  and  Mental 
Health  will  represent  the  association  in  all 
matters  related  to  public  or  mental  health,  in- 
cluding but  not  limited  to  maintaining  effective 
liaison  with  public  or  private  organizations  en- 
gaged in  activities  of  this  type,  and  the  sponsor- 
ship of  programs  for  the  betterment  of  public 

(continued) 

Oklahoma  State  Medical  Association 


“We  Serve  the  OSMA  — Everyday!” 

Meet  the  personal  service  specialists  of  C.L.  Frates  and  Company  — a “Team”  of 
OSMA  friends  whose  exclusive  mission  is  to  help  your  association’s  members  develop 
or  perfect  their  insurance  portfolios. 

They  are  Janie  Staats,  Elizabeth  Young,  Robert  McKiddy,  Harold  Wardlow  and  Dewitt 
Vann  — their  charge  is  to  market  the  Oklahoma  State  Medical  Association’s  endorsed 
group  insurance  programs,  such  as  disability  income,  office  overhead  expense  and  other 
essential  coverages,  and  to  service  the  growing  number  of  state  physicians  who  are 
buying  PLICO’s  hallmark  health  insurance  programs. 

Beyond  these  specific  coverages,  the  help  you  can  expect  from  our  people  is  global, 
because  Janie’s  group  is  backed  up  by  the  expertise  of  80  other  C.L.  Frates  profes- 
sionals — and  by  a 54-year-old  agency  system  which  attaches  to  each  sales  contract 
a neighborly  commitment  to  fine  service. 

You’ll  like  Janie’s  team.  They  know  their  business  and  go  about  it  with  a polite,  low- 
key  professionalism  befitting  the  clientele  they  serve. 

You  are  just  a phone  call  away  from  an  appointment  with  a friend  of  the  OSMA 
who  will  be  sensitive  to  your  needs  and  respectful  of  your  time. 

C.L.  FRATES  AND  COMPANY 

Insurance  Counselors  to  the  OSMA 
Box  18839  • Oklahoma  City,  OK  73154  • 405/848-7661 
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COLLECTION 

SPECIALISTS 


CALL 

TULSA 

ADJUSTMENT 
BUREAU,  INC. 


1754  Utica  Square  TULSA,  OKLAHOMA 
(918)  749-1481 

Toll  Free  in  Oklahoma 
1-800-722-2703 
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Papper  award  goes  to  Journal  winner,  now  MD 


Thomas  D.  Tinker,  MD,  Oklahoma  City,  was 
the  recipient  this  spring  of  the  eighth  annual 
Solomon  Papper  Humane  Scholarship  Award 
from  the  University  of  Oklahoma  Health  Sci- 
ences Center. 

The  award  is  named  for  the  head  of  OU’s 
Department  of  Medicine.  It  was  developed  by  a 
national  committee  composed  of  Papper’s 
former  students  and  faculty  colleagues. 

In  earning  the  award  as  a senior  medical 
student,  Tinker  demonstrated  humane  concern 
for  his  patients  and  colleagues  and  excellence 
in  scholarly  endeavors. 

One  of  Tinker’s  efforts,  in  collaboration 

Appointments  (continued) 

or  mental  health,  either  singularly  or  in  cooper- 
ation with  public  or  private  agencies  having 
similar  interests. 

The  council  members  for  1984-85  are: 
George  W.  Prothro,  MD,  Tulsa,  Chairman; 
Jodie  Edge,  MD,  Norman,  Vice-Chairman; 
Frank  L.  Adelman,  MD,  Enid,  Chairman  Com- 
mittee on  Nutrition;  Edgar  M.  Cleaver,  MD, 
Tulsa;  Gordon  H.  Deckert,  MD,  Oklahoma  City; 
Sara  R.  DePersio,  MD,  Oklahoma  City,  Chair- 
man, Maternal  Mortality  Committee;  Hayden 
H.  Donahue,  MD,  Norman;  John  W.  Drake,  MD, 
Oklahoma  City;  George  B.  Gathers,  MD,  Still- 
water; William  G.  Harvey,  MD,  Beaver;  Roger 
B.  Hensley,  MD,  Oklahoma  City;  Jerry  R.  Hor- 
dinsky,  MD,  Oklahoma  City;  Joe  B.  Jarman, 
Jr.,  MD,  Enid,  Chairman,  Sports  Medicine 
Committee;  Jerry  Nida,  MD,  Oklahoma  City; 
Bertha  M.  Levy,  MD,  Oklahoma  City;  Robert 
Mahaffey,  MD,  Tulsa;  John  S.  Muchmore,  MD, 


with  his  wife,  Renee,  also  a medical  student  at 
the  time,  was  a research  project  that  measured 
the  public’s  knowledge  of  nutrition.  Their  re- 
port on  the  project  appeared  in  the  September 
1982  Journal  of  the  Oklahoma  State  Medical 
Association  under  the  title  “An  Analysis  of  Nut- 
ritional Knowledge  in  the  General  Public.”  The 
report  earned  the  Journal’s  Charlotte  S.  Leeb- 
ron  Memorial  Trust  Award  as  the  most  out- 
standing scientific  article  published  by  the 
Journal  in  1982. 

Both  Thomas  and  Renee  Tinker  received 
their  MD  degrees  from  the  University  of  Ok- 
lahoma last  month.  □ 


Oklahoma  City;  Edward  K.  Norfleet,  MD,  Vin- 
ita;  and  Hal  B.  Vorse,  MD,  Oklahoma  City, 
Chairman,  Perinatal  Task  Force. 

The  Council  on  Professional  and  Pub- 
lic Relations  shall  plan  and  conduct  all  ac- 
tivities of  the  association  with  respect  to  public 
relations  and  public  service  projects,  inter- 
professional and  intraprofessional  relations,  all 
in  cooperation  with  other  councils  and  commit- 
tees of  the  association. 

Members  of  the  council  for  1984-85  are:  M. 
Joe  Crosthwait,  MD,  Midwest  City,  Chairman; 
Lanny  Trotter,  MD,  Stillwater,  Vice-Chairman; 
Howard  A.  Bennett,  MD,  Bartlesville;  Warren 
V.  Filley,  MD,  Oklahoma  City;  Burdge  F. 
Green,  MD,  Stillwell;  Edward  W.  Jenkins,  MD, 
Tulsa;  G.  L.  Massad,  MD,  Oklahoma  City;  Mary 
Ann  McCaffree,  MD,  Oklahoma  City;  Jerry  L. 
Puls,  MD,  Tulsa;  L.  E.  Schoeffler,  MD,  Tulsa; 
and  Michael  Talley,  MD,  Okeene.  □ 


GETTING  AHEAD?  OR  JUST  KEEPING  UP? 

We  can  help  your  practice  run  better! 


• PRACTICE  ANALYSIS 

— Results  Orientation 

• STARTING  PRACTICE 

— Systems  Initiation 

• COMPUTERIZING 

— Appraisal  and  Selection 


• STAFF  TRAINING 

— Management  Directed 

• IN-OFFICE  WORKSHOPS 

— Practical  Focus 


Contact  us:  MEDICAL  DENTAL  MANAGEMENT  ASSOCIATES,  INC. 

PO.  Box  77027,  Oklahoma  City,  OK  73177,  1-405-752-0087 
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Summer  renews  need  for  pesticides  — and  caution 


Safety  precautions  when  using  pesticides  are 
stressed  in  a new  report  by  the  American  Coun- 
cil on  Science  and  Health  (ACSH).  Few  people 
take  adequate  precautions  when  using  pes- 
ticides and  household  chemicals,  it  seems. 

“One  study  showed  that  90%  of  the  people 
wTho  had  pesticides  in  their  homes  kept  them 
in  unlocked  storage  areas,”  says  ACSH  research 
associate  Kathleen  A.  Meister.  “Sixty-five  per- 
cent kept  them  within  easy  reach  of  children. 
Fifty  percent  stored  them  near  food  or  medicine. 
Clearly,  there  is  room  for  improvement.” 
ACSH  offers  these  eight  safety  tips: 

1.  Read  the  product  label  thoroughly  be- 
fore using  any  pesticide  or  other  household 
chemical.  Make  sure  that  you  understand  the 
directions  for  use,  precautionary  statements, 
and  first  aid  instructions.  Always  follow  the 
label  directions. 


In  Memoriam 

1983 


John  R.  Reid,  Jr,  MD 
Gilbert  E.  Haslam,  Jr,  MD 
Thomas  A.  Trow,  MD 
Richard  D.  Mullett,  MD 
Aaron  C.  Little,  MD 
Michael  C.  Manning,  MD 
Hillard  E.  Denyer,  MD 
Edward  A.  Allgood,  MD 
Hugh  E.  Wilson  III,  MD 
Harold  J.  Black,  MD 
Marque  O.  Nelson,  MD 
Park  H.  Medearis,  MD 
Charles  S.  Beaty,  MD 


June  14 
June  15 
June  23 
June  28 
July  1 
July  3 
August  8 
August  18 
August  27 
September  1 
December  24 
December  26 
December  28 


1984 

Jack  H.  Foertsch,  MD 
Thomas  L.  Ozment,  MD 
Thomas  L.  Foster,  MD 
Robert  W.  Lowrey,  MD 
Ella  Mary  George,  MD 
Kemper  C.  Lain,  MD 
William  R.  Cheatwood,  MD 
William  A.  Dean,  MD 
Charles  H . Cooke,  MD 
Donald  J.  Worden,  MD 
William  I.  Jones,  MD 
Paul  Kernek,  MD 


January  19 
February  11 
February  25 
February  27 
March  1 
March  8 
March  12 
March  19 
March  23 
April  1 
April  3 
May  9 


2.  Store  these  products  in  a locked  place, 
out  of  children’s  reach. 

3.  Don’t  leave  any  pesticide  or  household 
chemical  unattended,  especially  if  children  are 
present. 

4.  Keep  emergency  phone  numbers  handy. 

5.  Don’t  mix  chemicals  with  one  another 
unless  the  instructions  require  it. 

7.  Wear  rubber  gloves  when  handling 
these  products. 

8.  Store  these  products  only  in  the  man- 
ufacturer’s container. 

“Our  report  emphasizes  accident  preven- 
tion because  accidents  are  the  number  one 
cause  of  pesticide-related  health  problems,” 
says  ACSH  associate  director  Dr  Richard  A. 
Greenberg.  “The  safety  record  of  pesticides  has 
improved  dramatically  in  the  past  30  years,  and 
it  can  continue  to  improve  if  consumers  use 
these  products  carefully. 

“Some  people  become  alarmed  if  they  hear 
that  a pesticide  is  associated  with  an  adverse 
health  effect,  and  they  wonder  why  that  pes- 
ticide may  still  be  on  the  market,”  Dr  Greenberg 
continues.  “These  concerns  reflect  a misun- 
derstanding of  pesticide  safety  regulation.  In 
large  quantities,  many  pesticides  can  cause 
serious  illness  or  even  be  fatal.  This  is  to  be 
expected;  their  purpose,  after  all,  is  to  kill  pests. 
They  can  be  sold  legally  and  used  safely,  how- 
ever, because  normal,  correct  use  does  not  ex- 
pose the  user  to  dangerously  large  amounts.”  □ 


Deaths 


PAUL  KERNEK,  MD 
1914  - 1984 

Paul  Kernek,  MD,  OSMA  Life  Member  since 
1981,  died  May  9 in  Holdenville,  where  he  had 
been  an  orthopedic  surgeon  for  many  years.  Ker- 
nek was  bom  in  Holdenville  and  attended  the 
University  of  Oklahoma  College  of  Medicine, 
where  he  earned  his  medical  degree  in  1939. 
He  was  at  one  time  the  Hughes  County  medical 
examiner.  Kernek  practiced  for  several  years  in 
Orange  County,  California,  in  the  early  sixties 
before  returning  to  his  home  state. 


212 


Oklahoma  State  Medical  Association 


PRACTICE  MANAGEMENT  BOOKS 


FROM  MEDICAL-LEGAL  SEMINARS  AND  ED  KELSAY 


Five  Seminar  Textbooks  Available  For  Direct  Purchase  . . . 


MEDICAL  OFFICE  MANAGEMENT:  19  chapters,  including  . . . 

Physician-Patient  Relationship,  Patient  Information,  Consent  for  Medical  Care,  Mental 
Incompetency,  Child  of  a Divorced  Couple,  Medical  Records,  Medical  Record  Preser- 
vation, Office  Record  Preservation,  Billing  and  Collections,  Insurance,  Truth  in  Lend- 
ing, Fair  Debt  Collection  Practices  Act,  Practice  Management  Consultants,  etc. 

BUILDING  YOUR  PRACTICE:  9 chapters,  including  . . . 

Practice  Building  Approaches,  A Word  About  Advertising,  The  Patient  Comes  First, 
Keep  ’em  Coming  (Back),  Gaining  New  Patients,  Doctor  Referrals,  Expanding  Ser- 
vices, Your  Staff:  Your  Ambassadors,  etc. 

COMPUTERS  IN  OFFICE  PRACTICE:  9 chapters,  including  . . . 

Computer  Jargon,  Data  Processing  Terms,  The  Five  W’s  of  the  Computer,  The  Use 
of  an  Independent  Consultant,  Computer  Service  Bureaus,  Here’s  What  It  Can  Do 
For  You,  Computerizing  Your  Office,  What  to  Watch  (Out)  For,  Cost  and  Financing,  etc. 

LAW  FOR  THE  MEDICAL  OFFICE:  A 55-page  book  covering  . . . 

The  Doctor-Patient  Relationship,  Consent  for  Medical  Care,  Medical  Records,  Occu- 
pational Health  and  Safety  Act,  Privacy  Act,  Freedom  of  Information  Act,  Death 
Certificates  and  Dead  Bodies,  Employee  Record  Keeping,  Performance  Evaluation, 
Jury  Duty,  Equal  Credit  Opportunity  Act,  Truth  in  Lending  Act,  Credit  Reporting  Agen- 
cies, Fair  Debt  Collection  Practices  Act,  etc. 

. . . Designed  to  be  a reference  manual  about  the  law  for  medical  offices. 

TELEPHONE  COLLECTING:  9 chapters  including  . . . 

Your  Financial  Policy,  A Collection  Time  Table,  Legal  Considerations  in  Collection, 
Telephone  Collecting  Techniques,  “What  to  say  when  the  patient  says  . . .”,  etc. 


Price:  $10  each/2  or  more,  $7.50  each/NO  postage  or  handling  charge. 


TO  ORDER  . . . Call  or  Write: 


Ed  Kelsay  & Associates 
Suite  109 

5131  Classen  Boulevard 
Oklahoma  City,  OK  73118 
(405)  848-2342 
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Officers  for  1984-85  chosen  at  OSMA’s  Annual  Meeting 


The  Oklahoma  State  Medical  Association 
(OSMA)  installed  its  1984-85  slate  of  officers 
at  the  78th  Annual  Meeting,  held  in  May  at 
Shangri-La  resort  in  eastern  Oklahoma. 

James  B.  Eskridge  III,  MD,  Oklahoma 
City,  was  installed  as  the  new  president,  suc- 
ceeding George  H.  Kamp,  MD,  Tulsa.  Kamp 
now  becomes  chairman  of  the  OSMA’s  Council 
for  Long  Range  Planning  and  Development. 

Elvin  M.  Amen,  MD,  Bartlesville,  a family 
physician,  is  the  new  president-elect. 


Other  officers  elected  were  John  R.  Alexan- 
der, MD,  Tulsa,  vice-president;  Raymond  L. 
Cornelison,  MD,  Midwest  City,  secretary-trea- 
surer; Larry  L.  Long,  MD,  Oklahoma  City, 
speaker,  House  of  Delegates;  Robert  G.  Perry- 
man, MD,  Tulsa,  vice-speaker,  House  of  Dele- 
gates; Michael  J.  Haugh,  MD,  Tulsa,  chairman, 
Board  of  Trustees;  and  Kenneth  W.  Whit- 
tington, MD,  Bethany,  vice-chairman,  Board  of 
Trustees.  □ 


Life  Memberships  awarded  by  OSMA  Board  of  Trustees 


Life  Memberships  in  the  Oklahoma  State  Med- 
ical Association  (OSMA)  were  recently  ap- 
proved for  eleven  Oklahoma  physicians. 
Elected  Life  Members  May  10  at  the  OSMA 
Annual  Meeting  were  E.  Stanley  Berger,  MD, 
John  F.  Kuhn,  MD,  Bertha  M.  Levy,  MD,  Wiley 
T.  McCollum,  MD,  and  W.  W.  Rucks,  Jr,  MD, 
Oklahoma  City;  J.  C.  Devine,  MD,  Tulsa;  Philip 
Joseph,  MD,  Sapulpa;  Thomas  C.  Points,  MD, 
Crescent;  Jack  H.  Reynolds,  MD,  Muskogee;  Or- 


ville M.  Rippy,  MD,  Stillwater;  and  Robert  L. 
Shore,  MD,  Lawton. 

An  OSMA  member  in  good  standing  who 
meets  one  or  more  of  the  following  qualifica- 
tions is  eligible  for  election  to  Life  Membership: 
(1)  Retired  from  the  active  practice  of  medicine 
due  to  ill  health  or  age;  (2)  engaged  in  the  active 
practice  of  medicine  for  50  years  or  more;  (3) 
attained  the  age  of  70  years.  □ 


Golf,  tennis  in  full  swing  at  busy  Shangri-La  meeting 


The  OSMA  Annual  Meeting  wouldn’t  be  com- 
plete without  the  golf  and  tennis  competitions 
so  popular  with  physicians  and  their  spouses. 

Winners  in  the  golf  tournament  included 
Leon  Combs,  MD,  Shawnee,  and  Lawrence  Sil- 
vey,  MD,  Oklahoma  City,  in  first  and  second 
place,  respectively,  for  Low  Gross. 

Low  Net  winner  was  Graham  Palmer,  MD, 
Woodward,  with  James  Tisdal,  MD,  Clinton, 
finishing  second. 

The  Longest  Drive  Award  went  to  A.  C. 
Lisle,  MD,  Oklahoma  City.  Lawrence  Silvey, 
MD,  Oklahoma  City,  was  Closest  to  the  Pin. 

In  the  tennis  competition,  David  Harper, 
MD,  Tulsa,  took  first  place  in  the  Men’s  Open 
Singles,  and  Stephen  Cagle,  MD,  Oklahoma 
City,  garnered  second. 

Men’s  Senior  Singles  winner  was  Farris 
Coggins,  MD,  Oklahoma  City,  and  second  place 
went  to  Stephen  Tkach,  MD,  Oklahoma  City. 

Tkach,  however,  finished  first  in  the  Men’s 
Doubles,  with  his  partner  John  Drake,  MD,  Ok- 
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lahoma  City.  The  second  place  team  was  David 
Harper,  MD,  and  Raymond  Zekauskas,  MD, 
both  of  Tulsa. 

The  Women’s  Singles  competition  was  won 
by  Ruth  Anna  Cagle,  Oklahoma  City,  followed 
by  Rhoda  Frankel,  Evanston,  111;  Kathy 
Woodall,  Oklahoma  City;  and  Mary  Frances 
Coggins,  Oklahoma  City.  □ 


1985 

OSMA  ANNUAL  MEETING 

at 

Sheraton  Century  Center 

Oklahoma  City 

May  1 ■ 4 


Oklahoma  State  Medical  Association 


Above:  Michael  J.  Haugh,  MD, 
chairman  of  the  OSMA  Board  of 
Trustees,  addresses  the  Thursday 
morning  board  meeting.  President 
George  H.  Kamp,  MD,  is  on  his 
right.  Left:  Past  President  John  A. 
McIntyre,  MD,  Enid,  studies  his 
delegate  handbook. 


Delegates  confer  during  a session  of  the  OSMA  House 
of  Delegates. 
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Jerry  Puls,  MD,  this  year’s  annual  meeting  chairman, 
and  Ed  Kelsay,  OSMA  legal  counsel,  assemble  part 
of  “ Rosie’s  Bar. " 


John  "Klinger"  Drake,  MD,  arrived 
in  his  best  lace  frock  and  won  the 
"Best  Costume"  award.  To  the 
right,  sporting  a chic  black 
kimono,  is  C.  Alton  Brown,  MD, 
who  shared  the  "Best  Costume” 
honor  with  Drake. 
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Billy  Tubbs,  head  basketball  coach 
at  the  University  of  Oklahoma,  was 
guest  speaker  and  crowd  pleaser 
at  the  OU  Medical  School  Alumni 
M*A*S*H  Party. 


At  the  Governor’s  Breakfast 


Saturday  morning,  Governor 
George  Nigh  drives  home  a point 
with  OSMA  President-Elect  Elvin 
M.  Amen,  MD,  left;  immediate  Past 
President  George  H.  Kamp,  MD; 

and  Executive  Director 
David  Bickham. 


“General”  David  Bickham, 
accompanied  by  Steve  Jimerson, 
MD,  keeps  an  eye  on  the  troops. 


“Nutritional  Facts  and  Fantasies, 
Mysteries  and  Myths”  is  the  topic 
as  Stephen  R.  Newmark,  MD, 
Tulsa,  speaks  during  the 
scientific  program. 
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At  the  gala  President's  Dinner/ 
Dance,  outgoing  President 
George  H.  Kamp,  MD,  right,  greets 
his  successor  James  B.  Eskridge 
III,  MD,  of  Oklahoma  City. 
Dr  Eskridge's  wife,  Margaret, 
(inset)  dabs  a tear  as  she  watches. 
Seated  is  special  guest  speaker 
James  "Doc  ” Blakely. 


Company  representa- 
tives offering  samples, 
service,  and  products 
filled  the  Exhibit  Hall. 


At  the  Closing  Session  of  the 
House  of  Delegates,  Rod  Frates, 
left,  president  of  C.  L.  Frates  & 
Company,  presents  a $1  million 
check  from  Lloyd’s  of  London  to 
OSMA  President  Jim  Eskridge. 
The  check  reimburses  OSMA  for 
funds  used  to  start  PLICO,  the 
Physicians  Liability  Insurance 
Company.  Seated  behind  them  are 
David  Bickham  and  Speaker  of  the 
House  Larry  Long,  MD. 
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OSMA  history  buff  speaks  up 

To  the  Editor: 

In  the  May  OSMA  Journal  [President’s  Page] 
Dr  Eskridge  remarked  that  Dr  LeRoy  D.  Long 
was  the  only  man  to  be  president  of  ITMA  and 
OSMA.  Dr  Long  was  indeed  president  of  both 
organizations,  but  records  show  that  he  was  pre- 
ceded in  each  case  by  Dr  B.F.  Fortner. 

The  Indian  Territory  Medical  Association 
was  the  first  such  organization  to  be  formed.  A 
group  of  physicians  met  in  Muskogee,  IT,  on 
18-19  April,  1881,  and  organized  the  ITMA.  The 
first  president  was  Dr  B.F.  Fortner,  of  Clare- 
more. 

The  activities  of  this  organization  subsided 
and  on  29  June,  1889,  a meeting  was  held,  again 
in  Muskogee,  IT,  and  the  ITMA  was  reorganized 


with  Dr  B.F.  Fortner  again  elected  president. 

On  9 May,  1893,  a group  of  twenty-eight 
physicians  met  in  Oklahoma  City  and  or- 
ganized the  Oklahoma  Territory  Medical  As- 
sociation. The  name  was  changed  to  the  Okla- 
homa Medical  Society  by  amendment  to  the  con- 
stitution in  1902.  This  society  was  reorganized 
in  1904  and  renamed  the  Oklahoma  State  Med- 
ical Association,  well  before  statehood. 

In  1906  the  ITMA  was  amalgamated  with 
the  OSMA,  retaining  the  name,  Oklahoma 
State  Medical  Association.  The  first  president 
of  this  new  organization  was  Dr  B.F.  Fortner. 

Dr  LeRoy  Long  was  elected  secretary  of  the 

(continued) 


Exhibitors  parade  services  and  samples  at  Shangri-La 


Automobiles,  computers,  pharmaceuticals,  and 
encyclopedias  were  just  a few  of  the  many  items 
on  display  in  the  exhibit  hall  at  this  year’s 
OSMA  Annual  Meeting  at  Shangri-La.  Over  40 
exhibitors  were  present  distributing  informa- 
tion and  samples  to  the  physicians  and  guests 
in  attendance.  Exhibitors  were: 

Abbott  Laboratories 
Air  Force  Health  Professions 
Allied  Nursing  Care 
American  Medi-Lease 
ATT  Phone  Center 

Blue  Cross  and  Blue  Shield  of  Oklahoma 
Bolen  Imports,  Inc. 

Business  Controls  Corporation 
C.  L.  Frates  & Company 
Ciba  Pharmaceutical  Company 
Cotton-Banks  Computer  Systems 
Data-Med  Systems 
Electronic  Dictation  Systems,  Inc. 
Encyclopedia  Britannica  USA 
Glaxco,  Inc. 

Grand  Lake  Development  Association 
Green  Country  Myasthenia  Gravis 
Association 
Hospital  Products,  Inc. 

IBM 


Jackie  Cooper  Leasing 

Mead  Johnson  Nutritional  Division 

Meghan  Coves 

Merck,  Sharp  & Dohme 

Micro-Age  Computer  Stores 

Oklahoma  Data  Systems 

Oklahoma  Home  Health 

Oklahoma  National  Guard 

Oklahoma  Society  to  Prevent  Blindness 

Physician  Manpower  Training  Commission 

Pitco  Wares 

Primarius 

Prodata  Computer  Systems 
Radio  Shack  Computer  Center; 

Tandy  Corporation 
Roerig 

Schering  Labs 

Searle  Laboratories 

Smith  Barney,  Harris  Upham  & 

Company,  Inc. 

Smith,  Kline  & French  Laboratories 

Stuart  Pharmaceuticals 

United  Automation  Services,  Inc. 

United  States  Army  Medical  Department 
Vita-Mix  Corporation 
Wm.  H.  Rorer,  Inc. 

World  Book  — Childcraft  □ 
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Book  Reviews 


Clinical  Geropsychiatry  (2nd  edition).  By  Ad- 
rian Verwoerdt,  MD.  Baltimore:  Williams  and 
Wilkins  Company,  1981,  Pp  353,  indexed, 
$37.00. 

This  book  and  its  twenty-three  chapters  “covers 
it  all.”  It  does  it  unevenly,  but  then,  a book  this 
size  cannot  be  all  things  to  everyone.  The  book 
is  eclectic,  and  it  offers  the  psycho-biosocial  as- 
pects of  the  emotional  problems  of  the  aged,  but 
it  has  a leaning  towards  the  psychodynamic.  It 
is  still  intriguing  to  see  the  “dirty  old  man” 
being  called  a “libidinal  desperado”  and  an  el- 
derly father,  full  of  hostility,  awe,  and  envy  to- 
wards his  capable  son,  described  as  being  “in  a 
reverse  Oepidal  conflict.” 

As  a person  grows  older,  it  is  always  a ques- 
tion whether  illness  will  be  the  ultimate  hoped- 
for  dependency  or  that  most  distressing  and 
tragic  limitation  it  is  for  others.  Seldom  have  I 
read  a chapter  that  depicts  so  well  the  battle 
between  the  physician  and  the  person  suffering 
from  self-serving  hypochondriasis.  The  best  part 
of  the  chapter,  I believe,  is  the  way  the  author 
shows  how  the  clinician’s  ignorance  can  put  him 


in  a “no  win”  situation,  whereas  if  the  clinician 
were  to  recognize  the  patient’s  need  for  the 
symptoms,  he  could  develop  a “no  lose”  ap- 
proach. 

The  chapter  on  management  of  affective 
disorders  addresses  the  most  common  psychiat- 
ric illness  in  the  elderly  — depression.  It  does 
a very  good  job  as  far  as  it  goes,  but  research 
in  depression  keeps  pouring  out  information  at 
such  a pace  that  the  lag-time  in  publishing 
builds  outdatedness  into  any  chapter  on  depres- 
sion. No  mention  is  made  of  the  now  widely 
used  dexamethasone  suppression  test  (DST), 
which  is  helpful  in  verifying  endogenous  de- 
pression and  even  in  distinguishing  true  demen- 
tia from  the  pseudodementia  often  seen  with 
depres  sion  in  the  elderly.  Furthermore,  the  use 
of  thyroid  or  estrogen  to  potentiate  antidepres- 
sants is  not  mentioned  as  one  would  expect  in 
view  of  the  recent  vintage  of  such  potentiators. 

The  chapter  entitled  “Schizophrenia  and 
Senile  Psychosis”  has  little  to  say  about  the 
schizophrenia  brought  to  old  age  in  its  chronic 
form.  However,  it  is  a chapter  rich  in  its  descrip- 
tion of  the  mental  decompensations  of  the  el- 


Reaction  Time  (continued.) 

ITMA  on  29  January,  1897.  He  had  been  active 
in  presenting  scientific  papers  at  the  meetings. 
He  was  elected  president  on  19  June,  1900,  and 
again  in  1934. 

Dr  Long  was  the  first  dean  of  the  Univer- 
sity of  Oklahoma  School  of  Medicine,  serving 
from  1915  until  1931,  when  he  resigned  because 
of  intolerable  interference  in  the  affairs  of  Uni- 
versity Hospital  by  Governor  Bill  Murray. 

— C.L.  Oglesbee,  MD 
Muskogee,  Oklahoma 


References 

1 The  original  minutes  of  the  meetings  of  the  ITMA. 

2.  “LeRoy  Long,  Teacher  of  Medicine,”  by  Basal  A.  Hayes.  MD,  1943. 

3.  “Medical  Education  in  Oklahoma,”  by  Mark  R.  Everett,  University  of  Okla- 
homa Press,  1972. 

4.  “A  History  of  Abdominal  Surgery  in  Oklahoma,”  Mildred  Oglesbee.  One 
chapter  of  a proposed  book  on  history  of  abdominal  surgery  in  the  US.  Copies 
at  University  of  Oklahoma  Library,  Muskogee  General  Hospital,  and  Mus- 
kogee Phoenix  newspaper  The  Association  of  Abdominal  Surgeons  had 
planned  to  have  the  book  printed,  but  brought  out  an  abridged  paperback 
volume  instead  due  to  printing  difficulties. 
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Dear  Dr  Oglesbee: 

I was  pleased  to  be  corrected  in  such  a gentle- 
manly way  concerning  my  first  (May,  ’84)  Pres- 
ident’s Page  . . . and  a little  chagrined  that  my 
“research”  was  so  shallow  that  I missed  such 
an  important  personage  as  Dr  B.  F.  Fortner  of 
Claremore! 

Perhaps  you,  Dr  Oglesbee,  would  enjoy 
serving  on  the  Medical  Heritage  Committee  of 
OSMA  so  that  our  history  might  be  enriched 
by  your  knowledge.  Your  letter  of  appointment 
will  follow  soon. 

Would  it  be  safe  to  say  . . . about  Dr  Fort- 
ner . . . that  he  was  the  ONLY  ITMA  president 
to  have  served  two  separate  terms,  later  to  have 
served  OSMA  as  its  FIRST  president?  Fait  ac- 
compli! 

Most  humbly,  and  sincerely, 
J.  B.  Eskridge  III,  MD 
President 

Oklahoma  State  Medical  Association 


derly,  from  nocturnal  confusion  to  senile  re- 
gression. The  author  has  an  intriguing  concept 
of  communicating  with  dementia  cases  via  pri- 
mary process  thinking.  Thus,  when  a senile  78- 
year-old  woman  says  to  her  doctor,  “Your  wife 
has  died,”  she  may  really  be  saying,  “I  like  you.” 
Interestingly,  such  “understanding”  flies  into 
the  common  advice  of  redirecting  reality  at  the 
person,  eg,  “No,  Mrs  Jones,  I’m  Dr  X.  My  wife 
is  fine,  and  I have  come  to  see  how  you  are.” 

A very  significant  contribution  is  the  clin- 
ical advice  on  the  management  of  chronic  anx- 
iety in  the  elderly.  The  author  believes  that  the 
psychodynamics  of  anxiety  neuroses  are  less  im- 
portant than  they  would  be  in  a younger  patient. 
He  believes  that  in  a lifetime  of  behavioral  pat- 
terns based  on  neurotic  anxiety,  etiologically 
based  insight  therapy  is  not  indicated.  This  is 
because  the  symptoms  have  become  ingrained 
and  will  not  respond  well  to  counseling,  gui- 
dance, and  insight.  They  will,  however,  respond 
to  drug  therapy,  increased  levels  of  activity  and 
involvement  in  interesting  things,  and  relaxa- 
tion techniques.  For  some  elderly  persons,  old 
age  is  a crisis  that  never  ends  or,  as  Susan  Son- 
tag  put  it:  “.  . . a crisis  that  never  exhausts  itself 
because  the  anxiety  is  never  really  used  up. 
Aging  for  some  is  a movable  doom.”  One  can 
certainly  then  appreciate  the  need  for  vigorous 
management  of  chronic  anxiety  in  the  elderly. 

The  elderly  frequently  complain  of  inci- 
dents and  happenings  that  are  soon  noted  as 
delusions.  The  chapter  “Thought  Disorders  and 
Paranoid  Phenomena”  is  a tour  de  force  on  the 
subject.  A chapter  called  “Environmental  Plan- 
ning” covers  much  that  is  needed  for  the  elderly, 
both  as  to  their  physical  and  their  people  envi- 
ronment. As  with  child  psychiatry,  knowledge 
of  available  resources  becomes  an  intrinsic  part 
of  geropsychiatry.  But  unlike  child  psychiatry, 
whose  paths  lead  upward  and  outward,  gero- 
psychiatry leads  towards  a gentle  and,  it  is 
hoped,  dignified  path  to  the  grave.  There  is  also 
a very  elucidating  chapter  on  “Protective  Inter- 
vention” and  taking  away  from  the  elderly  the 
control  of  their  lives.  Sex  in  senescence  is  a dis- 
appointment — I mean  the  chapter:  number  21. 
It  is  gloomy  reading.  “Senescex”  is  a journey 
through  the  shoals  of  life  where,  if  not  grounded 
on  the  sandbanks  of  involution,  it  will  have  been 
sunk  by  the  rocks  of  chronic  illness.  Not  only 
that,  but  it  is  just  as  well,  it  seems  to  say. 

Missing  from  the  book  is  more  on  widow- 
hood, death,  grieving,  and  helping  those  who 
must  handle  them.  These  topics  are  of  major 


existential  significance,  even  as  I disagree  with 
whomever  it  was  the  author  quoted  as  having 
said,  “Old  age  is  a depression.” 

Fernando  Tapia,  MD 
University  of  Oklahoma 
Health  Sciences  Center 
PO  Box  26901 
Oklahoma  City,  Oklahoma  73190 


This  man  voted  for  us. 

This  year,  he’s  up  for  re-election. 
Will  you  help  him? 


You  Can  by 
Joining  OMPAC 


Send  your  check  for 
$50  — $100  — $200  to: 

OMPAC 
P.O.  Box  54520 
Oklahoma  City,  OK  73154 
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Miscellaneous  Advertisements 


PICKER  X-RAY,  300  Ma,  130  kvp,  plus  all  neces- 
sary accessories  on  extremely  reasonable  lease-pur- 
chase  agreement  covering  5 to  7 years.  Also  avail- 
able: Leisengang  Colposcope  3 to  5 year  lease- 
purchase  agreement  very  reasonable.  Negotiable. 
120  South  4th  Street,  Okemah,  OK  74859  or  (918) 
623-2131.  567 

PRACTICE  OPPORTUNITY.  GENERAL  PRAC- 
TICE OF  FAMILY  MEDICINE.  Looking  for  MD 
who  really  cares  about  people.  Join  a busy,  well- 
established  solo  practice  in  rapidly  growing  suburb 
of  metro  Oklahoma  City.  No  OB.  Send  resume  to: 
TPMC,  PO  Box  164,  Yukon,  Oklahoma  73099.  567 

SEEKING  FULL  TIME  emergency  physicians  for 
services  in  MUSKOGEE,  OKLAHOMA.  Desire 
physician  to  live  in  community.  300-bed  hospital. 
Excellent  compensation  and  good  growth  opportun- 
ity. Prefer  applicant  board  eligible  in  one  of  the 
specialties:  EM,  FP,  Internal  Medicine,  General 
Surgery.  Call  or  write:  Recruiter,  Coastal 

Emergency  Services,  Inc.,  P.O.  Box  169146,  Irving, 
TX  75063.  (214i  258-5038.  5 

WANTED  — GYNECOLOGIST,  board  certified  or 
board  qualified  and/or  2 obstetrician-gynecologists 
board  certified  or  board  qualified  to  join  established 
practice  in  midwestern  city.  Excellent  opportunity 
and  facilities.  360  bed  hospital.  Please  send  resume 
to  PO  Box  2397,  Muskogee,  OK  74402. 

ANESTHESIOLOGIST,  35,  BE,  Fellow  of  ACA,  6 y 
practice  in  all  types  of  anesthesia  including  regional 
and  epidural  blocks,  interested  in  practice  opportun- 
ity in  state  of  Oklahoma  preferably  fee  for  service 
solo  or  small  group  practice,  available  on  short 
notice.  Please  reply  RR  #7,  Box  66,  Ottumwa,  Iowa 
52501.  678 

DOCTOR,  YOU  CAN’T  BEAT  THE  QUALITY  or 
the  price!  Holter  Monitor  Scanning  Service.  Physi- 
cian owned,  trained,  and  supervised.  Cassette  and 
reel-to-reel  reports.  No  contracts  to  sign.  We  can  ar- 
range for  lease/purchase  of  Holter  equipment.  Why 
are  you  paying  more  and  getting  less?  UP  mailing 
for  faster  turnaround  time.  DC’G  Interpretation 
(313)  879-8860. 

TWO  TULSA  INTERNISTS  are  seeking  a third 
physician  to  share  their  practice  and/or  to  lease 
space.  The  office  is  completely  equipped  with  exam 
room  equipment  for  immediate  occupancy.  An  x-ray 
suite  and  a laboratory  are  available.  The  building  is 
in  a premium  location  with  excellent  visibility.  The 
location  is  6964  South  69th  East  Avenue  and  we  can 
be  contacted  at  this  number:  918-493-6541.  567 

TOO  BUSY  TO  WRITE  PAPERS,  SPEECHES, 
ETC.?  Let  me  help  — professional  writer  with  two 
medical  books  published,  wide  medical  experience, 
will  write,  edit,  co-author  — save  your  valuable  time. 
405-722-6297.  7 
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WONDERFUL  PRACTICE  OPPORTUNITY,  estab- 
lished county  seat  town,  eastern  Oklahoma.  Nearly 
new  50-bed  hospital;  on  call  every  five  weeks.  In- 
quiries: Box  C,  Journal,  Oklahoma  State  Medical 
Association,  601  Northwest  Expressway,  Oklahoma 
City,  OK  73118.  ?89 

FOR  SALE:  Four  exam  tables.  Make  offer.  Call  (918) 
492-2774.  789 

FAMILY  PRACTICE  OPPORTUNITY.  Life  Member 
of  OSMA  retiring  after  30  years  of  practice  in  a large 
city  in  NE  Oklahoma.  Financing  should  be  no  prob- 
lem to  purchase  furniture  and  equipment  including 
X-Ray  and  laboratory.  A well-located,  comfortably 
large  suite  which  could  accommodate  two  physicians. 
Confidential  correspondence  invited.  Reply  to  Box 
W,  Journal,  Oklahoma  State  Medical  Association, 
601  Northwest  Expressway,  Oklahoma  City,  OK 
73118.  7 

BOARD-CERTIFIED  PHYSICIANS.  All  Specialties. 
Federal  Workers’  Disability  Program.  Office  of 
Workers’  Compensation  currently  seeks  part-time 
medical  consultants  on  a fee-for-service  basis.  Will 
perform  examinations  for  Federal  Workers’  Disabil- 
ity Program.  Physicians  in  all  specialties  needed. 
Fees  negotiable.  Submit  CV  to:  Sydney  Lou  Bonnick, 
MD,  Regional  Medical  Advisor,  Office  of  Workers’ 
Compensation,  US  Department  of  Labor,  555  Griffin 
Square,  Dallas,  Texas  75202.  7113 

ANESTHESIOLOGIST  needed  for  modern  J.C.A.H. 
78-bed  hospital.  For  more  information,  Send  C.V.  to 
Community  Hospital,  P.O.  Box  2339,  Elk  City,  OK 
73648,  ATTN:  Administrator.  78 

Physician  wanted  for  full-time  staff  position  in  Am- 
bulatory Care.  Immediate  opening.  Applicants  must 
be  board  certified  or  eligible  in  internal  medicine, 
emergency  medicine,  or  family  practice.  Salary 
$65,000-72,000  per  year  depending  on  experience. 
No  nights  or  weekends.  Liberal  fringe  benefits.  Equal 
Opportunity  Employer.  Contact  R.  Glynn,  MD, 
ACOS/AC,  VA  Medical  Center,  Honor  Heights  Dr, 
Muskogee,  OK  74401,  (918)  683-3261  ext  350.  789 

Emergency  physician-owned  corporation  seeking 
full-time  staff  physician  for  emergency  department 
at  680-bed  Level  I hospital  which  is  a major  neurosur- 
gical and  cardiovascular  referral  center  for  state.  Cur- 
rent vol.  approx.  20,000  per  year.  Full  departmental 
status  and  strongly  supported  by  administration  and 
medical  staff.  Group  is  a newly  formed  single  hospi- 
tal, physician-owned  group.  All  are  career-oriented 
Emergency  Physicians.  The  financial  arrangement 
would  be  superior  salary  for  one  year,  then  full 
partnership  thereafter.  Excellent  opportunity  for 
well-qualified  individual.  Contact  R.  Jenkins,  MD, 
at  (405)  348-0358,  1105  S.  Timberlake  Circle,  Ed- 
mond, OK  73034.  7 
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REMARKS  OF  THE  PRESIDENT 

to  the 

OSMA  House  of  Delegates 


A major  victory  for  the 
medical  profession  was 
achieved  in  Washington, 

DC,  on  April  12,  when  the 
US  House  of  Representa- 
tives defeated  by  voice 
vote  a proposal  which 
would  have  made  Medi- 
care assignment  manda- 
tory. The  cooperative  ef- 
forts of  many  organizations  were  important  in 
this  successful  effort,  and  the  OSMA  can  cer- 
tainly be  proud  of  our  members’  role. 

Our  appeal  to  our  membership  for  a volun- 
tary freeze  on  fees,  effective  March  1,  in  con- 
junction with  the  action  of  the  AMA  and  other 
groups,  received  very  favorable  consideration 
in  Congress  and  in  the  media.  Our  association 
appears  to  be  the  only  state  medical  association 
which  has  surveyed  its  membership  in  regard 
to  their  planned  compliance  with  the  voluntary 
fee  freeze  and  their  handling  of  indigent  Medi- 
care recipients.  The  very  high  positive  response 
to  both  of  these  questions,  95%  compliance  with 
the  fee  freeze  and  90%  consideration  for  the 
indigent  Medicare  recipient  status,  was  an  ex- 
cellent result.  This  also  was  very  helpful  in  our 
discussions  with  the  Oklahoma  Congressional 
Delegation.  In  turn,  this  facilitated  the  efforts 
of  Congressman  Jones  and  the  AMA  staff  in 
Washington.  The  AMA  organized  a “fly-in”  of 
state  medical  association  presidents  on  March 
27  and  28  in  Washington,  and  this  organized 
opposition  to  the  mandatory  assignment  legis- 
lation was  quite  effective. 

Our  own  staff  in  Oklahoma  City  performed 


remarkably  in  getting  out  the  survey  forms, 
and  tabulating  and  disseminating  the  results 
in  such  a prompt  and  accurate  manner.  Most 
importantly,  our  entire  physician  membership 
should  be  proud  of  their  actions  in  the  successful 
struggle.  This  is  by  no  means  the  final  chapter 
in  this  story,  and  fundamental  reform  of  Medi- 
care must  be  dealt  with  in  the  future. 

Two  significant  staff  changes  have  oc- 
curred since  our  meeting  in  February.  Mr  Lyle 
Kelsey  resigned  to  accept  a position  in  a private 
business  effective  April  1.  A search  committee 
is  screening  several  well-qualified  applicants 
for  this  position,  and  it  is  anticipated  that  inter- 
views will  be  conducted  in  the  near  future.  Mr 
Kelsey  was  a valued  staff  member  of  our  associ- 
ation for  seven  years,  and  we  all  wish  him  well 
in  his  future  endeavors.  The  new  executive  di- 
rector of  the  Oklahoma  Foundation  for  Peer  Re- 
view assumed  his  duties  on  April  1.  Mr  Neal 
Thrift  brings  a great  deal  of  experience  and 
good  judgment  to  this  very  responsible  position. 

In  conjunction  with  the  OFPR,  the  opera- 
tional contract  by  which  OFPR  purchases  the 
use  of  the  OSMA’s  computer  system  has  been 
developed  and  signed.  The  contract  appears  to 
be  a sound  business  document  providing  OSMA 
with  a reasonable  rate  of  return  on  its  invest- 
ment in  the  computer  system.  The  computer’s 
word  processing  capabilities  have  been  very 
helpful  in  developing  material  for  our  OSMA 
annual  meeting.  This  major  capital  expendi- 
ture, the  largest  single  item  we  have  purchased, 
represents  a major  step  forward  for  our  associ- 
ation. 

(continued) 
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Remarks  (continued) 

The  Medicare  Demonstration  Project  has 
finally  been  reduced  to  draft  form  by  staff  in 
Congressman  Edwards’  office  in  Washington. 
Following  final  review  by  Dr  Lambird’s  council, 
it  should  be  introduced  into  Congress  in  the 
near  future. 

The  Board  of  Regents  for  Higher  Education 
for  the  State  of  Oklahoma  has  authorized  the 
study  of  physician  manpower  in  Oklahoma,  a 
project  we  have  been  working  on  with  Chancel- 
lor Leone  for  some  time.  The  appointment  of 
this  study  group  is  proceeding  with  the  regents 
requesting  an  individual  to  be  appointed  to  rep- 
resent seven  institutions  or  organizations  in  the 
state.  Dr  Leone  has  asked  me  to  represent  the 
Oklahoma  State  Medical  Association  on  this 


study  group,  and  I have  accepted  his  invitation. 

As  this  is  my  final  report  to  the  board  and 
membership,  I would  like  to  express  my  sincere 
thanks  to  the  numerous  people  who  have  helped 
me  during  the  past  year.  Fellow  physicians, 
members  of  the  auxiliary,  our  council  and  com- 
mittee chairmen,  and  all  of  our  staff  in  Okla- 
homa City  have  been  dedicated  and  helpful  in 
the  highest  degree.  David  Bickham  is  truly  an 
extraordinary  person,  and  we  are  fortunate  to 
have  him  as  the  most  effective  executive  direc- 
tor of  any  state  medical  association.  Finally,  be 
assured  that  the  transition  to  Dr  Eskridge’s 
leadership  will  be  a smooth  one.  I have  ap- 
preciated the  opportunities  and  challenges  of 
the  past  year. 

Respectfully  submitted, 
George  H.  Kamp,  MD 


REMARKS  OF  THE  PRESIDENT-ELECT 

to  the 

OSMA  House  of  Delegates 


Mr  Speaker,  Delegates, 
and  Honored  Guests:  My 
year  as  president-elect  has 
centered  around  the  coun- 
cils and  committees  of 
OSMA.  I have  attended 
meetings  of  all  councils 
except  Government  Ac- 
tivities, which  always 
seemed  to  meet  when 
other  councils  met,  and  most  committees.  My 
participation  has  been,  and  I hope  will  continue 
to  be,  mostly  observational  or,  at  times,  advi- 
sory concerning  association  protocol. 

The  Physicians’  Committee  has  ignited 
most  of  my  interest,  though  the  machinations 
of  the  State  Legislation  Council,  during  the  ses- 
sion, have  been  most  fascinating,  albeit  at  times 
frustratingly  unsuccessful. 

New  councils  have  been  appointed,  depend- 
ing largely  on  those  seasoned  members  with 
the  addition  of  mainly  younger  physicians  who 
have  expressed  interest  in  participating  in  this 
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or  that  council.  Committees  have  been  partially 
planned  at  this  writing. 

Needless  to  say,  I have  been  impressed  with 
the  strong  leadership  role  taken  by  our  presi- 
dent, George  Kamp,  and  have  had  ample  oppor- 
tunity to  familiarize  myself  with  the  association 
happenings  through  his  cooperation.  He  has 
been  particularly  effective  as  association 
spokesman,  particularly  in  northeast  Okla- 
homa; I look  forward  to  his  continued  effective 
spokesmanship  in  that  area  as  immediate  past 
president  of  OSMA. 

May  I presume  that  your  cooperation  as 
loyal  OSMA  members  will  continue,  enabling 
me  to  strive  for  the  type  of  leadership  to  which 
we  all  have  become  accustomed!! 

I will  be  pleased  to  try  to  arrange  a visit, 
formal  or  informal,  to  your  county  society,  when 
and  if  invited.  Please  contact  me  through  the 
OSMA  executive  director,  David  Bickham. 


— James  B.  Eskridge  III,  MD 
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Proceedings  of  the 

78th  Annual  Session  of  the  House  of  Delegates 
of  the  Oklahoma  State  Medical  Association 


OPENING  SESSION 


I.  CALL  TO  ORDER  AND  OPENING  REMARKS 

The  House  of  Delegates  convened  its  78th  Annual 
Session  at  the  Shangri-La  Resort,  Afton,  Oklahoma, 
on  May  10,  1984.  Speaker  Larry  L.  Long,  MD,  Ok- 
lahoma City,  called  the  meeting  to  order  at  12:40  PM. 

II.  INVOCATION 

The  invocation  was  delivered  by  James  D.  Funnell, 
MD,  Oklahoma  City. 

III.  SLIDE  PRESENTATION 

At  this  time  a slide  presentation  was  shown  to  the 
house,  depicting  scenes  and  facts  on  the  state  of  Ok- 
lahoma, prepared  by  Carl  R.  Bogardus,  Jr.,  MD. 

IV.  CREDENTIALS  COMMITTEE  REPORT 

Leon  D.  Combs,  MD,  Shawnee,  chairman  of  the 
Credentials  Committee,  announced  that  a quorum 
was  present. 

V.  INTRODUCTIONS 

Dr  Long  introduced  those  at  the  head  table: 
Michael  J.  Haugh,  MD,  chairman  of  the  Board  of 
Trustees;  David  Bickham,  OSMA  executive  director; 
George  H.  Kamp,  MD,  president;  J.  B.  Eskridge  III, 
MD,  president-elect;  Robert  J.  Perryman,  MD,  vice- 
speaker of  the  house  and  parliamentarian;  and  Ann 
McWatters  and  Susan  Meeks,  recording  secretaries. 

Dr  Long  introduced  the  following  special  guests: 
Bud  Wright,  American  Medical  Association  Med- 
ical Societies  Relations  officer;  Karl  Stonecipher, 
MSII,  University  of  Oklahoma  Health  Sciences 
Center;  Mrs  Camille  Harrison,  auxiliary  president; 
Mrs  Pam  Oster,  auxiliary  president-elect;  Mr  Jack 
Spears,  executive  director,  Tulsa  County  Medical  So- 
ciety; Mrs  Dee  Hampton,  executive  director,  Ok- 
lahoma County  Medical  Society;  and  Mrs  Laverne 
Dunlap,  Oklahoma  County  Medical  Society  staff. 

Dr  Long  introduced  the  following  past  presidents 
of  the  Oklahoma  State  Medical  Association  who  were 
present:  William  M.  Leebron,  MD;  C.  S.  Lewis,  Jr., 
MD;  John  A.  McIntyre,  MD;  James  B.  Pitts,  Jr.,  MD; 
Floyd  F.  Miller,  MD;  Orange  M.  Welborn,  MD;  and 
Ed  L.  Calhoon,  MD. 

Dr  Long  then  introduced  Jerry  L.  Puls,  MD,  gen- 
eral chairman  of  the  Annual  Meeting  Committee. 
Dr  Puls  recognized  the  hard  work  done  for  the  meet- 
ing by  the  OSMA  staff,  and  especially  commended 
Ed  Kelsay  and  Rick  Ernest. 


VI.  APPROVAL  OF  THE  MINUTES  OF  THE 
1983  ANNUAL  MEETING 

It  was  moved  that  the  house  accept  the  minutes 
of  the  1983  Annual  Meeting.  The  motion  was  sec- 
onded and  approved. 

VII.  AMA-ERF  PRESENTATIONS 

Mrs  Camille  Harrison,  president  of  the  auxiliary, 
along  with  Mrs.  Sherry  Strebel,  presented  the  follow- 
ing checks  to  the  three  medical  colleges  in  Oklahoma: 

$24,600.00  presented  to  William  Knisely,  PhD,  for 
the  University  of  Oklahoma  College  of  Medicine,  Ok- 
lahoma City; 

$1,865.00  presented  to  Edward  J.  Tomsovic,  MD, 
Dean  of  the  University  of  Oklahoma  Tulsa  Medical 
College; 

$875.01  presented  to  Lewis  W.  Thompson,  MD,  for 
Oral  Roberts  University  in  Tulsa. 

The  total  amount  given  was  $27,340.01. 

VIII.  AUXILIARY  REPORT 

Dr  Long  recognized  Mrs  Camille  Harrison,  au- 
xiliary president,  who  presented  her  report,  which 
is  included  and  made  a part  of  the  official  minutes 
in  the  OSMA  Journal.  She  introduced  Mrs  Pam 
Oster,  president-elect,  who  expressed  her  excitement 
about  next  year’s  challenges  and  accomplishments. 

Mrs  Harrison  noted  that  because  of  an  increase  of 
45  members,  the  auxiliary  now  has  one  more  dele- 
gate to  the  AMA  Auxiliary  Convention  in  Chicago 
this  year. 


IX.  PRESENTATION  OF  AWARDS 

Michael  J.  Haugh,  MD,  chairman  of  the  Board  of 
Trustees,  presented  the  A.  H.  Robins  Award  for  Com- 
munity Service  to  Claude  H.  Williams,  MD,  Okeene. 
Dr  Williams  expressed  his  thanks. 

George  H.  Kamp,  MD,  president  of  OSMA,  pre- 
sented the  Outstanding  Layman  Award  to  Mr  Jack 
Spears,  executive  director  of  the  Tulsa  County  Med- 
ical Society. 

The  following  past  presidents  of  the  Tulsa  County 
Medical  Society  were  called  forward  to  honor  Mr 
Spears:  Michael  J.  Haugh,  MD;  John  R.  Alexander, 
MD;  Robert  G.  Perryman,  MD;  Victor  L.  Robards, 
Jr.,  MD;  C.  S.  Lewis,  Jr.,  MD;  Floyd  F.  Miller,  MD; 
Rollie  E.  Rhodes,  Jr.,  MD;  George  H.  Kamp,  MD; 
and  Norman  L.  Dunitz,  MD,  current  president. 
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Proceedings  (continued.) 

Mr  Spears  expressed  his  sincere  appreciation. 
William  M.  Leebron,  MD,  presented  the  Charlotte 
S.  Leebron  Memorial  Trust  Award  for  the  best  scien- 
tific paper  published  in  the  JOURNAL  in  1983  — 
“Rabies  in  Oklahoma:  Report  of  a Human  Case,”  by 
Charles  G.  Helmick,  MD;  Andrew  A.  Vernon,  MD; 
Stanley  S.  Schwartz,  MD;  Michael  S.  Ward,  MD;  and 
Mark  A.  Roberts,  PhD. 

Although  the  prize  winners  were  unable  to  attend, 
each  will  receive  an  award  of  $100.00. 

The  winners  were  selected  by  Mark  R.  Johnson, 
MD,  Journal  editor-in-chief,  and  the  Editorial 
Board. 

X.  ANNOUNCEMENTS 

Dr  Long  stated  that  the  business  before  the  House 
of  Delegates  is  conducted  in  accordance  with  Robert’s 
Rules  of  Order. 

Dr  Long  appointed  the  following  committees  to 
assist  in  the  conduct  of  the  meeting: 

Parliamentarian 

Robert  G.  Perryman,  MD,  Tulsa 

Credentials  Committee 

Leon  D.  Combs,  MD,  Shawnee,  chairman 
Norman  L.  Dunitz,  MD,  Tulsa 
Ray  V.  McIntyre,  MD,  Kingfisher 

Tellers 

John  T.  Bowman,  MD,  Tahlequah 
Tom  H.  Shurley,  MD,  Altus 
Phillip  E.  Washburn,  MD,  Sapulpa 

Sergeants-at-Arms 

Ed  L.  Calhoon,  MD,  Beaver 

M.  Joe  Crosthwait,  MD,  Midwest  City 

Reference  Committee  I 

Norman  L.  Dunitz,  MD,  Tulsa,  chairman 
Francis  Hollingsworth,  MD,  El  Reno 
Victor  J.  Rogosa,  MD,  Alva 
Robert  J.  Weedn,  MD,  Duncan 
M.  B.  Shook,  MD,  Oklahoma  City 
Roger  J.  Reid,  MD,  Ardmore 
Henry  H.  Modrak,  MD,  Tulsa 
James  S.  Gerber,  MD,  Muskogee 

Reference  Committee  II 

Lanny  F.  Trotter,  MD,  Stillwater,  chairman 

Gary  G.  Evans,  MD,  Muskogee 

Charles  R.  Gibson,  MD,  Chickasha 

David  M.  Selby,  MD,  Enid 

Mary  Ann  McCaffree,  MD,  Oklahoma  City 

Ralph  W.  Richter,  MD,  Tulsa 

Harold  A.  Smith,  MD,  Claremore 

Reference  Committee  III 
William  O.  Coleman,  MD,  Oklahoma  City, 
chairman 

Stephen  E.  Trotter,  MD,  Shawnee 
Rollie  E.  Rhodes,  Jr.,  MD,  Tulsa 
Richard  H.  Bottomley,  MD,  Oklahoma  City 
John  W.  Drake,  MD,  Oklahoma  City 
Boyd  O.  Whitlock,  MD,  Tulsa 
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XI.  COUNTY  SOCIETY  ACTION 

The  Rogers-Mayes  County  Medical  Society  re- 
quested that  it  be  split  into  two  separate  societies. 
The  OSMA  Board  of  Trustees  voted  at  the  February 
19,  1984,  meeting  to  recommend  to  the  House  of  Del- 
egates that  the  original  charter  be  revoked  and  that 
two  new  charters  be  issued. 

Motion  was  made  that  the  Rogers-Mayes  County 
Medical  Society  Charter  be  revoked  immediately  and 
that  two  new  chapters  be  issued  in  the  following 
names:  Rogers  County  Medical  Society  and  Mayes 
County  Medical  Society.  The  motion  was  seconded 
and  approved. 

Rogers  County  Medical  Society  delegate  is  Orville 
U.  Holt,  MD,  Claremore,  and  alternate  delegate  is 
Harold  A.  Smith,  MD,  Claremore. 

Mayes  County  Medical  Society  delegate  is  Richard 
E.  Martin,  MD,  Pryor. 


XII.  EARLY  ANNOUNCEMENTS 

Announcement  was  made  that  there  is  late  infor- 
mation to  be  inserted  in  the  handbook.  Any  addi- 
tional information  on  late  resolutions  is  available. 
Dr  Long  instructed  all  to  wear  their  badges  to  any 
official  functions. 

Announcement  was  made  that  there  will  be  a re- 
cess for  delegate  caucuses  after  the  President’s  Re- 
port. 

XIII.  PRESIDENT’S  REPORT 

Dr  Long  introduced  OSMA  President  Dr  George 
Kamp,  who  presented  a slide  show  describing  high- 
lights of  his  past  year  as  president.  Major  points  he 
discussed  included: 

• House  Bill  1394,  which  would  have  mandated 
insurance  payment  for  chelation  therapy  and  other 
procedures,  was  the  primary  issue  last  May.  The 
state  senate  and  house  passed  this  bill  to  the  gover- 
nor, but  OSMA  was  able  to  persuade  him  to  veto  the 
bill.  House  Bill  1834,  however,  which  dealt  with  al- 
lowing optometrists  to  prescribe  drugs  and  medicine, 
was  passed. 

• A “Health  Policy  Forum”  was  held  in  February 
in  Tulsa  to  review  health  policy  issues. 

• Our  proposal  for  the  Medicare  Health  Bonuses 
Option  Program  has  been  submitted  and  should  be 
introduced  in  federal  legislation  form  in  the  near 
future. 

• The  issue  of  HMOs  and  PPOs  has  surfaced  this 
year.  The  state  association  is  under  legal  restraints 
and  can  function  simply  in  an  informational  role  in 
this  area. 

• The  peer  review  system  has  undergone  changes 
with  the  advent  of  DRGs  and  the  formation  of  peer 
review  organizations.  The  Oklahoma  Foundation  for 
Peer  Review  was  endorsed  in  a special  session  of  the 
House  of  Delegates  in  November,  1983.  In  the  last 
two  weeks,  the  final  proposal  has  been  hand-carried 
to  the  HCFA  offices  in  Baltimore.  It  is  anticipated 
that  the  designation  of  the  PRO  for  Oklahoma  will 
be  given  to  the  OFPR. 

• The  largest  single  capital  expenditure  OSMA 
has  ever  made  was  to  purchase  a Data  General  com- 
puter system,  which  costs  approximately  $250,000. 
The  largest  purchaser  of  time  on  the  computer  sys- 
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tem  will  be  our  peer  review  organization.  Contracts 
have  been  signed  that  will  protect  the  members’  in- 

! vestment  in  this  system,  and  it  has  been  most  useful 
in  preparing  documents  for  the  annual  meeting. 

• A major  step  toward  financial  stability  of  this 
organization  has  been  taken  this  year.  In  1977,  in 
order  to  assure  ourselves  of  excess  professional  liabil- 
ity insurance  above  the  $100,000  level,  a fund  was 
formed  conjointly  with  Lloyd’s  of  London.  That 
money  is  now  being  returned  to  our  association.  This 
information  is  included  in  the  Secretary-Treasurer’s 
Report,  along  with  the  recommendations  for  the  use 
of  these  funds,  which  approximate  $1.4  million. 

• Another  issue  dealt  with  is  the  distribution  and 
supply  of  physicians  in  Oklahoma.  A panel  has  been 
appointed  to  study  this  complex  issue.  OSMA  and 
six  other  medically  related  organizations  will  be  rep- 
resented in  this  study  group. 

• On  February  19,  1984,  the  OSMA  Executive 
Committee  passed  a resolution  urging  a voluntary 
fee  freeze,  which  came  several  days  before  the  AMA 
action.  This  resulted  in  much  publicity.  Only  four 
other  states  have  taken  this  action.  OSMA  is  the 
only  state  association  to  survey  its  membership  as 
to  their  intent  to  comply  with  the  request  for  a vol- 
untary fee  freeze.  The  response  from  the  survey  was 
90%-95%  in  favor  of  compliance.  Congress  later  de- 
feated the  mandatory  assignment  issue. 

Dr  Kamp  expressed  his  pride  in  being  a physician. 

XIV.  RECESS 

At  1:45  pm  the  house  recessed  for  ten  minutes  to 
allow  the  county  medical  societies  to  caucus  for  trus- 
tee nominations.  The  house  then  reconvened  at  1:55 
PM. 

XV.  NOMINATIONS  FOR  ELECTIONS 

Dr  Long  declared  the  house  open  for  nominations 
for  the  position  of  President-Elect  (one-year  term 
of  office). 

Elvin  M.  Amen,  MD,  Bartlesville,  was  nominated 
by  James  R.  Taylor,  MD.  The  nomination  was  sec- 
onded. 

There  being  no  other  nominations,  the  nomina- 
tions were  declared  closed. 

Nominations  were  declared  open  for  the  position 
of  Vice-President  (one-year  term  of  office). 

John  R.  Alexander,  MD,  Tulsa,  was  nominated  by 
Michael  J.  Haugh,  MD.  The  nomination  was  sec- 
onded. 

There  being  no  other  nominations,  the  nomina- 
tions were  declared  closed. 

At  this  time,  John  R.  Alexander,  MD,  asked  to 
resign  from  his  position  as  trustee  from  Tulsa 
County.  A motion  was  made  to  accept  his  resignation. 
The  motion  was  seconded  and  approved. 

Nominations  were  declared  open  for  the  position 
of  Speaker,  House  of  Delegates  (two-year  term  of 
office). 

Larry  L.  Long,  MD,  Oklahoma  City,  was  nomi- 
nated by  John  A.  Blaschke,  MD.  The  nomination 
was  seconded. 

There  being  no  other  nominations,  the  nomina- 
tions were  declared  closed. 

Nominations  were  declared  open  for  the  position 
of  Vice-Speaker,  House  of  Delegates  (two-year 
term  of  office). 


Robert  G.  Perryman,  MD,  Tulsa,  was  nominated 
by  John  R.  Alexander,  MD.  The  nomination  was  sec- 
onded. 

There  being  no  other  nominations,  the  nomina- 
tions were  declared  closed. 

Nominations  were  declared  open  for  the  position 
of  Delegate  to  the  AMA  (Position  I). 

M.  Joe  Crosthwait,  MD,  Midwest  City,  was  nomi- 
nated by  Kent  Braden,  MD.  The  nomination  was 
seconded. 

There  being  no  other  nominations,  the  nomina- 
tions were  declared  closed. 

Nominations  were  declared  open  for  the  position 
of  Delegate  to  the  AMA  (Position  II). 

Floyd  F.  Miller,  MD,  Tulsa,  was  nominated  by  Nor- 
man L.  Dunitz,  MD.  The  nomination  was  seconded. 

There  being  no  other  nominations,  the  nomina- 
tions were  declared  closed. 

Nominations  were  declared  open  for  the  position 
of  Delegate  to  the  AMA  (Position  IV). 

Perry  A.  Lambird,  MD,  Oklahoma  City,  was  nomi- 
nated by  Roland  A.  Walters,  MD.  The  nomination 
was  seconded. 

There  being  no  other  nominations,  the  nomina- 
tions were  declared  closed. 

At  this  time,  Dr  Long  announced  that  in  the  in- 
terest of  time,  seconding  speeches  would  not  be  re- 
quired from  this  point  on. 

Nominations  were  declared  open  for  the  position 
of  Alternate  to  the  AMA  (Position  I). 

William  M.  Leebron,  MD,  Elk  City,  was  nominated 
by  J.  B.  Eskridge  III,  MD,  on  behalf  of  Milton  J. 
Sugarman,  MD. 

There  being  no  other  nominations,  the  nomina- 
tions were  declared  closed. 

Nominations  were  declared  open  for  the  position 
of  Alternate  to  the  AMA  (Position  II). 

Orange  M.  Welborn,  MD,  Ada,  was  nominated  by 
Clarence  P.  Taylor,  Jr.,  MD. 

There  being  no  other  nominations,  the  nomina- 
tions were  declared  closed. 

Nominations  were  declared  open  for  the  position 
of  Alternate  to  the  AMA  (Position  IV). 

John  A.  McIntyre,  MD,  Enid,  was  nominated  by 
Joseph  W.  Stafford,  MD. 

There  being  no  other  nominations,  the  nomina- 
tions were  declared  closed. 

Nominations  were  declared  open  for  the  position 
of  Alternate  Delegate  (District  I). 

Larry  G.  Markel,  MD,  Bartlesville,  was  nominated 
by  Carl  H.  Guild,  MD. 

Richard  E.  Martin,  MD,  Pryor,  was  nominated  by 
Victor  L.  Robards,  Jr.,  MD. 

There  being  no  other  nominations,  the  nomina- 
tions were  declared  closed. 

Nominations  were  declared  open  for  the  position 
of  Trustee  (District  VI). 

Thomas  N.  Lynn,  Jr.,  MD,  Oklahoma  City,  was 
nominated  by  Raymond  L.  Comelison,  Jr.,  MD. 

There  being  no  other  nominations,  the  nomina- 
tions were  declared  closed. 

Nominations  were  declared  open  for  the  position 
of  Alternate  Trustee  (District  VI). 

Edwin  E.  Rice,  MD,  Oklahoma  City,  was  nomi- 
nated by  James  D.  Funnell,  MD. 
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There  being  no  other  nominations,  the  nomina- 
tions were  declared  closed. 

Nominations  were  declared  open  for  the  position 
of  Trustee  (District  VIID. 

Jerry  L.  Puls,  MD,  Tulsa,  was  nominated  by  Rollie 
E.  Rhodes,  Jr.,  MD,  to  complete  the  unexpired  term 
of  John  R.  Alexander,  MD. 

There  being  no  other  nominations,  the  nomina- 
tions were  declared  closed. 

Nominations  were  declared  open  for  the  position 
of  Alternate  Trustee  (District  VIII). 

Norman  L.  Dunitz,  MD,  Tulsa,  was  nominated  by 
Rollie  E.  Rhodes,  Jr.,  MD,  to  complete  the  unexpired 
term  of  Edward  K.  Norfleet,  MD. 

There  being  no  other  nominations,  the  nomina- 
tions were  declared  closed. 

Nominations  were  declared  open  for  the  position 
of  Trustee  (District  XI). 

Thomas  E.  Rhea,  MD,  Idabel,  was  nominated  by 
himself. 

There  being  no  other  nominations,  the  nomina- 
tions were  declared  closed. 

Nominations  were  declared  open  for  the  position 
of  Alternate  Trustee  (District  XI). 

Robert  E.  Engles,  MD,  Durant,  was  nominated  by 
Thomas  E.  Rhea,  MD. 

There  being  no  other  nominations,  the  nomina- 
tions were  declared  closed. 

Nominations  were  declared  open  for  the  position 
of  Trustee  (District  XII). 

James  V.  Miller,  MD,  Ardmore,  was  nominated  by 
Frank  W.  Clark,  MD. 

There  being  no  other  nominations,  the  nomina- 
tions were  declared  closed. 

Nominations  were  declared  open  for  the  position 
of  Alternate  Trustee  (District  XII). 

Clarence  P.  Taylor,  Jr.,  MD,  Ada,  was  nominated 
by  Frank  W.  Clark,  MD. 

There  being  no  other  nominations,  the  nomina- 
tions were  declared  closed. 

Nominations  were  declared  open  for  the  position 
of  Trustee  (District  XIII). 

William  S.  Harrison,  MD,  Chickasha,  was  nomi- 
nated by  John  W.  Flynn,  MD. 

There  being  no  other  nominations,  the  nomina- 
tions were  declared  closed. 

Nominations  were  declared  open  for  the  position 
of  Alternate  Trustee  (District  XIII). 

William  A.  Matthey,  MD,  Lawton,  was  nominated 
by  John  W.  Flynn,  MD. 

There  being  no  other  nominations,  the  nomina- 
tions were  declared  closed. 

Nominations  were  declared  open  for  the  position 
of  Trustee  (District  XIV). 

William  Newland,  MD,  Altus,  was  nominated  by 
Jeffry  S.  Lester,  MD. 

There  being  no  other  nominations,  the  nomina- 
tions were  declared  closed. 

Nominations  were  declared  open  for  the  position 
of  Alternate  Trustee  (District  XIV). 

Jeffry  S.  Lester,  MD,  Mangum,  was  nominated  by 
himself. 

There  being  no  other  nominations,  the  nomina- 
tions were  declared  closed. 
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Nominations  for  the  PLICO  Board  of  Directors 
(three-year  terms)  were  held  at  this  time.  The  Board 
of  Trustees  heard  nomination  recommendations  from 
the  PLICO  Board,  approved  them,  and  now  forward 
them  to  the  House  of  Delegates  for  consideration. 
The  slate  of  nominees  is  as  follows.: 

C.  Alton  Brown,  MD,  Oklahoma  City 

C.  S.  Lewis,  Jr.,  MD,  Tulsa 

John  A.  McIntyre,  MD,  Enid 

Edward  K.  Norfleet,  MD,  Vinita 

Kenneth  W.  Whittington,  MD,  Bethany 

Billy  Dale  Dotter,  MD,  Okeene,  advisory  member 

A motion  to  accept  the  above  slate  of  nominees 
was  made  and  seconded. 

There  being  no  other  nominations,  the  nomina- 
tions were  declared  closed. 

At  this  time,  Dr  Long  turned  the  meeting  over  to 
Robert  G.  Perryman,  MD,  vice-speaker  of  the  House 
of  Delegates. 

XVI.  REPORT  OF  THE  CHAIRMAN  OF  THE 
BOARD  OF  TRUSTEES 

Michael  J.  Haugh,  MD,  referred  to  his  report  in 
the  handbook.  He  noted  the  board  had  its  quarterly 
meeting  earlier  that  morning,  and  the  Supplemental 
Report  would  be  available  that  afternoon.  Four  late 
resolutions  were  approved  by  the  board  to  be  brought 
to  the  house  (Resolutions  16, 17, 18,  and  19),  of  which 
Resolution  19  is  a commendation  for  Edward  K. 
Norfleet,  MD,  Vinita. 

Dr  Haugh  noted  there  is  a special  item  that  was 
inadvertently  omitted  from  the  Board  of  Trustees 
Annual  Report  but  is  included  in  the  Supplemental 
Report.  Following  the  suggestion  of  the  Council  on 
Planning  and  Development,  OSMA  conducted  a sur- 
vey of  compensation  for  presidents  of  state  medical 
societies.  The  OSMA  originally  provided  its  presi- 
dent an  honorarium  of  $1,000  per  year  and  later 
raised  it  to  $5,000.  The  board  now  recommends  the 
honorarium  be  raised  to  $12,000  per  year.  Dr  Haugh 
noted  that  our  president,  during  his  term,  probably 
spends  over  100  days  out  of  his  office  for  the  OSMA. 
Dr  Haugh  noted  the  board  approved  this  recommen- 
dation with  the  stipulation  that  the  amount  be  re- 
viewed annually,  and  that  the  House  of  Delegates 
approve  the  increase. 

XVII.  REPORT  OF  THE  SECRETARY-TREASURER 

Raymond  L.  Cornelison,  Jr.,  MD,  referred  the 
house  to  his  report  included  in  the  handbooks  and 
commented  on  the  information.  He  recognized  Ms 
Shirley  Burnett,  OSMA  administrative  assistant,  for 
her  excellent  work  and  her  assistance  to  him  this 
past  year. 

Dr  Cornelison  noted  that  OSMA  has  dropped  from 
$5.1  million  to  $4.6  million  in  assets.  Most  of  the 
decrease  reflects  a PLICO  loss.  The  association  is  in 
better  Financial  shape  than  a year  ago.  Dr  Cornelison 
referred  to  Report  A of  the  Board  of  Trustees  concern- 
ing Penn  Square  Bank.  The  bank’s  failure  decreased 
OSMA’s  interest  income  by  about  $40,000  last  year, 
which  also  contributed  to  some  of  the  loss. 

Dr  Cornelison  then  referred  to  Report  B of  the 
Board  of  Trustees  concerning  Lloyd’s  of  London  and 
other  insurors.  A special  committee  appointed  by  Dr 
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Kamp  has  made  the  following  recommendations: 

(1)  $400,000  plus  to  restore  the  OSMA  surplus 
and  the  Endowment  Fund,  and  to  be  used  to 
pay  for  the  implementation  of  the  Manage- 
ment Study  recommendations; 

(2)  $500,000  be  contributed  to  PLICO  for  assum- 
ing the  Lloyd’s  of  London  risk  and  to  bolster 
PLICO’s  capital; 

(3)  $500,000  be  deposited  to  an  OSMA  Endow- 
ment, the  interest  of  which  will  be  used  to 
fund  special  OSMA  projects  and  against  which 
will  be  issued  a letter  of  credit  to  PLICO. 

A motion  was  made  to  accept  the  report.  The  mo- 
tion was  seconded  and  carried. 

XVIII.  PRESENTATION  OF  BUSINESS  TO  COME 
BEFORE  THE  HOUSE 

Dr  Perryman  announced  that  all  information  is  in 
the  handbooks.  No  other  business  will  be  considered 
at  the  closing  session. 

XIX.  OTHER  BUSINESS 

Floyd  F.  Miller,  MD,  introduced  Late  Resolution 
19,  Commendation  of  Edward  K.  Norfleet,  MD.  Dr 
Miller  read  the  resolution  and  Dr  Norfleet  received 
a standing  ovation. 

XX.  NECROLOGY  REPORT 

Dr  Perryman  read  the  Necrology  Report,  after 
which  a moment  of  silence  was  observed.  (A  copy  of 
the  report  is  attached  and  made  a part  of  these  min- 
utes.) 


1983-84  Necrology  Report 

Edward  A.  Allgood,  MD 
Charles  S.  Beaty,  MD 
Harold  J.  Black  MD 
William  R.  Cheatwood,  MD 
Charles  H.  Cooke,  MD 
William  A.  Dean,  MD 
Hillard  E.  Denyer,  MD 
Jack  H.  Foertsch,  MD 
Thomas  L.  Foster,  MD 
Ella  Mary  George,  MD 
Gilbert  E.  Haslam,  Jr.,  MD 
William  I.  Jones,  MD 
Kemper  C.  Lain,  MD 
Aaron  C.  Little,  MD 
Robert  W.  Lowrey,  MD 
Michael  C.  Manning,  MD 
Park  H.  Medearis,  MD 
Richard  D.  Mullett,  MD 
Marque  O.  Nelson,  MD 
Thomas  L.  Ozment,  MD 
John  R.  Reid,  Jr.,  MD 
Thomas  A.  Trow,  MD 
Hugh  E.  Wilson  III,  MD 
Donald  J.  Worden,  MD 

XXI.  ADJOURNMENT 

The  Opening  Session  of  the  House  of  Delegates 

was  adjourned  at  2:50  PM. 


Recorded  by  Ann  McWatters  and  Susan  Meeks 


CLOSING  SESSION 


I.  CALL  TO  ORDER  AND  INTRODUCTIONS 

The  Closing  Session  of  the  78th  Annual  Meeting 
of  the  House  of  Delegates  was  called  to  order  by 
Speaker  Larry  L.  Long,  MD,  Oklahoma  City,  at  12:40 
PM  in  Salon  A of  the  Shangri-La  Conference  Center, 
Afton,  Oklahoma. 

Dr  Long  introduced  several  guests  who  were  in 
attendance,  J.  B.  Wallace,  MD,  Ada,  president  and 
medical  director  of  the  Oklahoma  Foundation  for 
Peer  Review;  and  Mr  Neal  Thrift,  executive  director 
of  the  Oklahoma  Foundation  for  Peer  Review. 

Dr  Long  then  read  a letter  from  Karl  Stonecipher, 
MSII,  University  of  Oklahoma  Health  Sciences 
Center,  who  had  attended  the  initial  part  of  the  An- 
nual Meeting.  Mr  Stonecipher  thanked  the  house  for 
an  interesting  and  educating  look  at  the  other  side 
of  medicine.  He  also  thanked  the  OSMA  for  the  aids 
and  benefits  given  to  the  medical  students  and  ex- 
pressed his  enthusiasm  in  working  towards  a better 
future. 


II.  REPORT  OF  THE  CREDENTIALS  COMMITTEE 

Credentials  Committee  Chairman  Leon  D.  Combs, 
MD,  Shawnee,  announced  that  a quorum  of  delegates 
was  present. 


III.  INVOCATION 

The  invocation  was  delivered  by  Mrs  Camille  Har- 
rison, outgoing  president  of  the  OSMA  Auxiliary. 

IV.  AUXILIARY  GUEST  SPEAKER 

Mrs  Harrison  then  introduced  her  guests,  Mrs  Kay 
Reardon,  president  of  the  Southern  Medical  Associa- 
tion Auxiliary  and  Mrs  Glenda  Bates,  president  of 
the  AMA  Auxiliary. 

Mrs  Bates  came  forward  to  address  the  House  of 
Delegates,  and  expressed  her  thanks  for  the  genuine 
concern,  appreciation,  and  support  the  OSMA  has 
given  to  the  auxiliary.  She  stressed  the  importance 
of  teamwork  between  the  medical  association  and 
the  auxiliary,  and  the  ability  to  guide  and  direct 
constant  changes  of  our  own  making. 

Mrs  Bates  explained  that  the  number  one  goal  of 
the  AMA  Auxiliary  is  to  become  a public  relations 
arm  to  work  in  areas  of  community  service  in  order 
to  enhance  the  image  of  the  physician  and  medicine 
as  a whole.  Mrs  Bates  noted  that  these  have  been 
trying  times  for  the  medical  profession.  She  stated 
that  being  united  in  common  goals  can  accomplish 
great  things,  and  that  auxiliary  members  will  con- 
tinue to  serve  as  the  proud  partners  of  the  medical 
profession. 
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Proceedings  (continued) 

V.  PRESENTATIONS 

Dr  Long  introduced  Kenneth  W.  Whittington,  MD, 
Bethany,  to  present  the  Distinguished  Service  Award 
to  C.  Alton  Brown,  MD,  president  and  chairman  of 
the  board  of  the  Physicians  Liability  Insurance  Com- 
pany. Dr  Whittington  stressed  the  amount  of  time 
Dr  Brown  has  spent  in  working  with  PLICO  since 
its  inception  and  personally  thanked  him  for  his  ef- 
forts. Dr  Brown  expressed  his  thanks  and  noted  it  is 
a great  pleasure  for  him  to  serve  in  the  capacity  of 
president  of  PLICO. 

Mr  Rod  Frates,  president  of  C.  L.  Frates  & Com- 
pany, handed  to  James  B.  Eskridge  III,  MD,  incoming 
OSMA  president,  a check  symbolizing  the  IV2  million 
dollars  from  Lloyd’s  of  London  Insurance  Company 
for  the  returned  portion  of  funds  in  an  excess  limits 
liability  insurance  plan.  Dr  Eskridge  accepted  the 
check  on  behalf  of  the  association  and  expressed  his 
thanks  to  the  group. 

VI.  REMARKS  OF  THE  PRESIDENT-ELECT 

Dr  Eskridge  noted  that  his  official  presentation 
was  included  in  the  delegates’  handbooks,  and 
expressed  the  importance  of  continuing  to  provide 
quality  medical  care  to  patients. 

VII.  ANNUAL  PLICO  SHAREHOLDERS  MEETING 

Dr  C.  Alton  Brown,  MD,  Oklahoma  City,  president 
and  chairman  of  the  PLICO  Board  of  Directors,  pre- 
sented his  report  at  this  time.  (A  copy  of  the  PLICO 
report  is  made  a part  of  the  official  minutes  in  the 
OSMA  Journal.) 

It  was  then  moved  that  Dr  Brown’s  report  be  ap- 
proved. The  motion  was  seconded  and  carried. 

VIII.  ELECTIONS 

Dr  Long  appointed  John  A.  McIntyre,  MD,  Enid, 
as  teller  to  assist  John  T.  Bowman,  MD,  Tahlequah, 
and  Tom  H.  Shurley,  MD,  Altus,  tellers. 

Dr  Long  explained  that  there  is  one  contested  pos- 
ition, that  of  Board  of  Trustees  District  I Alternate 
Trustee.  Drs  Larry  G.  Markel  of  Bartlesville  and 
Richard  E.  Martin  of  Pryor  have  been  nominated. 
Ballots  were  distributed  for  the  vote.  Dr  Long  noted 
that  once  the  tellers  have  tallied  the  vote,  the  winner 
would  be  announced. 

Dr  Long  then  reviewed  the  following  nominations 
for  election: 

Elvin  M.  Amen,  MD,  Bartlesville  — President- 
Elect 

John  R.  Alexander,  MD,  Tulsa  — Vice-President 

Larry  L.  Long,  MD,  Oklahoma  City  — Speaker, 
House  of  Delegates 

Robert  G.  Perryman,  MD,  Tulsa  — Vice-Speaker, 
House  of  Delegates 

M.  Joe  Crosthwait,  MD,  Midwest  City  — AMA 
Delegate  (Position  I) 

Floyd  F.  Miller,  MD,  Tulsa  — AMA  Delegate  (Posi- 
tion II) 

Perry  A.  Lambird,  MD,  Oklahoma  City  — AMA 
Delegate  (Position  IV) 

William  M.  Leebron,  Elk  City  — AMA  Alternate 
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Delegate  (Position  I) 

Orange  M.  Welbom,  MD,  Ada  — AMA  Alternate 
Delegate  (Position  II) 

John  A.  McIntyre,  MD,  Enid  — AMA  Alternate 
Delegate  (Position  IV) 

Trustee  District  VIII:  Tulsa  County 
Trustee:  Jerry  L.  Puls,  MD,  Tulsa 
Alternate:  Norman  L.  Dunitz,  MD,  Tulsa 
Trustee  District  XI:  Atoka,  Bryan,  Choctaw,  Coal, 
McCurtain,  and  Pushmataha  counties 
Trustee:  Thomas  E.  Rhea,  MD,  Idabel 
Alternate:  Robert  E.  Engles,  MD,  Durant 
Trustee  District  XII:  Carter,  Garvin,  Johnston, 
Love,  Marshall,  Murray,  and  Pontotoc  counties 
Trustee:  James  V.  Miller,  MD,  Ardmore 
Alternate:  Clarence  P.  Taylor,  Jr.,  MD,  Ada 
Trustee  District  XIII:  Caddo,  Comanche,  Cotton, 
Tillman,  Grady,  Jefferson,  and  Stephens  counties 
Trustee:  William  S.  Harrison,  MD,  Chickasha 
Alternate:  William  A.  Matthey,  MD,  Lawton 
Trustee  District  XIV;  Greer,  Harmon,  Jackson, 
Kiowa,  and  Washita  counties 

Trustee:  William  Newland,  MD,  Altus 
Alternate:  Jeffry  S.  Lester,  MD,  Mangum 
PLICO  Board  of  Directors: 

C.  Alton  Brown,  MD,  Oklahoma  City 
C.  S.  “Burr”  Lewis,  Jr.,  MD,  Tulsa 
Edward  K.  Norfleet,  MD,  Vinita 
John  A.  McIntyre,  MD,  Enid 
Kenneth  W.  Whittington,  MD,  Bethany 
Billy  Dale  Dotter,  MD,  Okeene,  Advisory  Board 
Member 

Dr  Long  later  announced  that  Dr  Richard  E.  Mar- 
tin, MD,  Pryor,  was  elected  by  vote  as  Alternate  Trus- 
tee of  District  I,  and  declared  the  slate  of  nominees 
(as  noted  above)  duly  elected. 

IX.  REFERENCE  COMMITTEE  REPORTS 

Dr  Long  stated  the  reference  committee  reports 
would  be  governed  by  Robert’s  Rules  of  Order.  A dele- 
gate can  speak  once  for  or  against  a question.  Vari- 
ation from  that  will  be  at  the  chair’s  discretion.  He 
asked  that  each  delegate  state  his  name  and  county 
medical  society  when  speaking  before  the  house.  Dr 
Long  stated  that  a recommendation  by  a reference 
committee  is  automatically  introduced  as  a motion 
and  does  not  require  a second. 

The  reference  committee  reports  considered  by  the 
house  are  attached  and  made  a part  of  the  official 
minutes  included  in  this  issue  of  the  OSMA  Jour- 
nal. 


Report  of  Reference  Committee  I 

Presented  by  Norman  L.  Dunitz,  MD,  Tulsa 

Reference  Committee  I approved  the  following 
items  without  amendment: 

Item  1.  Report  of  the  Board  of  Trustees 

The  Reference  Committee  commended  the  board 
on  its  diligence  and  especially  commended  Michael 
J.  Haugh,  MD,  chairman,  and  Kenneth  W.  Whit- 
tington, MD,  vice-chairman. 
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Item  2.  Supplemental  Report  of  the 
Board  of  Trustees 

It  was  noted  that  approval  of  this  report  includes 
endorsement  of  the  president’s  honorarium  to  be 
raised  from  $5,000  to  $12,000  per  year. 

Item  3.  Board  of  Trustees  Report  A — 

Penn  Square  Bank 

Item  4.  Board  of  Trustees  Report  B — 

Lloyd’s  of  London  and  Other  Insurers 

Item  5.  Report  of  the  Secretary-Treasurer 

The  reference  committee  expressed  its  sincere 
appreciation  to  Raymond  L.  Comelison,  Jr.,  MD,  for 
his  concern  and  his  diligence  in  regard  to  the  finan- 
cial situation  of  the  OMSA. 

Item  6.  Membership  Report 

Item  7.  Report  of  the  Council  on  Long-Range 
Planning  and  Development 

The  reference  committee  commended  John  A. 
McIntyre,  MD,  chairman,  for  his  exceptional  leader- 
ship of  this  council. 

Item  8.  Report  of  the  Constitution  and 
Bylaws  Committee 

The  reference  committee  noted  that  by  adoption  of 
the  report  the  delegates  would  reject  bylaw  changes 
that  would  permit  affiliate  membership  for  medically 
allied  professionals  who  are  not  medical  doctors,  and 
would  accept  the  recommendation  for  creation  of  the 
Council  on  Hospital  Medical  Staffs. 

Item  9.  Report  of  the  Physicians  Liability 
Insurance  Company 

The  reference  committee  commended  the  PLICO 
Board  of  Directors  for  its  excellent  job  in  1983-84. 

Item  10.  Special  Report  of  the  Auxiliary 

The  reference  committee  commended  the  auxiliary 
as  a whole  for  its  accomplishments  in  1983-84. 

Item  11.  Report  of  the  OSMA  Auxiliary 

The  reference  committee  especially  commended 
Mrs  Camille  Harrison,  auxiliary  president,  for  her 
exceptional  leadership  and  dedication. 

Item  13.  Resolution  5 — Late  Resolutions 

Item  15.  Resolution  13  — OSMA  Auxiliary 

Reference  Committee  I approved  the  following 
items  as  amended: 

Item  12.  Resolution  2 — Outpatient  Psychiatric 
Coverage 

The  reference  committee  recommended  the  follow- 
ing Substitute  Resolution  be  adopted  in  lieu  of  Reso- 
lution 2: 

Resolved,  That  the  House  Delegates  hereby 
requests  the  Board  of  Directors  of  PLICO  to 
study  its  PLICO  Health  policy  in  regard  to  pos- 
sible outpatient  psychiatric  coverage. 

There  was  considerable  discussion  on  this  resolu- 


tion. The  question  was  called  for,  and  the  house  ap- 
proved the  motion  to  adopt  the  substitute  resolution. 

Item  14.  Resolutions  10  and  11  — Extended  Fee 
Freeze 

The  reference  committee  recommended  that  these 
resolutions  not  be  adopted.  After  some  discussion,  it 
was  moved,  seconded,  and  approved  that  the  two  res- 
olutions be  separated. 

The  House  moved  to  amend  Resolution  10,  as  noted 
below.  The  motion  was  seconded  and  carried. 

Page  1,  Line  18,  insert  may  between  Associ- 
ation and  immediately  so  as  to  read  . . . the 
Oklahoma  State  Medical  Association  may  im- 
mediately rescind.  . . 

After  some  discussion  from  the  floor,  it  was  moved, 
seconded,  and  carried  that  Resolution  11  be  with- 
drawn. 

Item  16.  Resolution  14  — Expanding  PLICO  into 
the  Area  of  Contract  Medicine 

The  reference  committee  recommended  that  Reso- 
lution 14  be  rejected,  and  the  following  Substitute 
Resolution  be  adopted  in  lieu  of  Resolution  14: 
Resolved,  That  the  Oklahoma  State  Medical 
Association,  through  its  House  of  Delegates, 
urges  the  Physicians  Liability  Insurance  Com- 
pany (PLICO)  to  study  the  feasibility  of  a com- 
petitive health  insurance  program  that  could  be 
marketed  in  contractual  relationships  with  hos- 
pitals and  physicians  in  the  State  of  Oklahoma, 
and  with  the  same  degree  of  trust  and  harmony 
that  exists  between  PLICO  and  the  said  physi- 
cians of  the  Oklahoma  State  Medical  Associa- 
tion. 

It  was  moved  to  adopt  the  Report  of  Reference  Com- 
mittee I as  a whole.  The  motion  was  seconded  and 
carried. 


Report  of  Reference  Committee  II 

Presented  by  Lanny  F.  Trotter,  MD,  Stillwater 

Reference  Committee  II  approved  the  following 
items  without  amendment: 

Item  1.  Report  of  the  Council  on  Professional 
and  Public  Relations 

The  reference  committee  commended  the  council 
on  effectively  carrying  out  those  duties  assigned  in 
1983-84. 

Item  2.  Report  of  the  President 

The  reference  committee  expressed  its  apprecia- 
tion and  deepest  gratitude  for  the  excellent  leader- 
ship provided  by  George  H.  Kamp,  MD,  throughout 
the  past  year. 

Item  3.  Report  of  the  President-Elect 

Item  5.  Report  of  the  Council  on  Medical 
Education 

The  reference  committee  expressed  its  apprecia- 
tion for  the  exceptional  manner  in  which  the  council 
conducted  its  activities  last  year. 
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Proceedings  (continued) 

Item  6.  Report  of  the  Journal  of  the  Oklahoma 
State  Medical  Association 

The  reference  committee  commended  the  JOUR- 
NAL and  its  editorial  staff. 

Item  7.  Resolution  1 — Viet  Nam  Veterans 

Item  8.  Resolution  6 — Cognitive  Services 
Reimbursement 

The  reference  committee  reported  that  extensive 
testimony  was  heard  and  strongly  recommended  that 
Resolution  6 be  adopted. 

Reference  Committee  II  approved  the  following 
items  as  amended: 

Item  4.  Report  of  the  Council  on  Public  and 
Mental  Health 

The  reference  committee  expressed  its  apprecia- 
tion to  the  council  for  a job  well  done  and  recom- 
mended that  the  report  be  adopted  with  the  following 
changes: 

Page  2,  Line  5,  Section  B,  after  the  title  Ma- 
ternal Mortality  Committee,  delete  lines  5 
through  7 and  insert  The  annual  report  is  at- 
tached for  your  information. 

Page  2,  Line  18,  after  the  word  report,  delete 
the  remaining  portion  of  that  paragraph 
through  line  22  and  insert  the  following: 

The  task  force  deserves  special  commendation 
for  its  efforts  in  developing  a comprehensive  plan 
for  perinatal  care. 

The  reference  committee  recommended  that  the 
Oklahoma  State  Medical  Association  support  Gover- 
nor Nigh’s  plan  to  create  by  executive  proclamation 
an  advisory  committee  on  perinatal  care  in  Okla- 
homa and  that  the  advisory  committee  work  with 
the  Oklahoma  State  Department  of  Health,  the 
OMSA,  and  the  private  sector  in  developing  a financ- 
ing and  implementation  plan  for  perinatal  care  in 
the  state. 

Item  9.  Resolution  8 — Excess  Supply  of 
Physicians 

After  some  discussion,  members  of  the  house  pro- 
posed the  following  amendments  to  this  resolution: 
Page  2,  Lines  25  and  26,  insert  a period  after 
the  word  level  and  delete  line  26  entirely,  so 
the  sentence,  beginning  at  line  24,  would  read 
New  entrants  to  US  allopathic  and  osteopathic 
schools  should  be  reduced  from  the  present  level. 
The  reason  for  this  amendment  is  so  the  res- 
olution will  not  affect  the  Physician  Manpower 
Study  by  the  Regents  for  Higher  Education. 

Page  3,  Lines  3 and  4,  insert  the  word  ethnic 
between  each  and  minority  and  insert  regard- 
less of  gender  after  the  period  following  popula- 
tion. The  sentence,  beginning  with  line  1 would 
thus  read  Minority  enrollment  in  US  medical 
schools  should  be  increased  in  proportion  to  the 
expected  future  representation  of  each  ethnic 
minority  group  in  the  general  population  re- 
gardless of  gender. 

The  House  then  moved,  seconded  and  approved  Res- 
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olution  8 as  amended. 

Item  10.  Resolution  15  — Support  for  Prudent 
Negotiations  of  Practice  Contracts 

The  reference  committee  recommends  that  Res- 
olution 15  be  adopted  with  the  following  change: 
Page  2,  Line  2,  delete  the  word  beneficial  and 
insert  the  word  appropriate,  so  as  to  read,  begin- 
ning at  line  1,  Whereas,  Physicians  find  them- 
selves uncertain  as  to  the  most  appropriate 
course  to  follow  and  the  most  appropriate  type 
of  contract  to  sign; 

Item  11.  Resolution  16  — Hazards  of  Smoking 

The  reference  committee,  per  the  request  of  the 
author,  recommended  that  the  percentages  on  Line 
7 be  changed  from  “35-40%”  to  “30-35%.” 

The  reference  committee  also  recommended  the 
first  resolve  be  amended  to  read  as  follows: 

Resolved,  That  the  Oklahoma  State  Medical 
Association  House  of  Delegates  hereby  encour- 
ages all  physicians  to  schedule  extra  time  to  ex- 
plain the  extreme  health  hazards  of  smoking  to 
their  cigarette  smoking  patients;  and  be  it 
further 

Item  12.  Resolution  18  — Smokeless  Tobacco 
(Snuff  and  Chewing  Tobacco) 

The  reference  committee  recommended  changing 
the  wording  to  add  two  resolves  but  not  change  the 
intent  of  the  resolution,  as  follows: 

Page  2,  Line  4,  after  the  word  cigarettes, 
change  the  punctuation  to  a semicolon  (;)  and 
after  and,  add  be  it  further.  Make  the  remaining 
portion  of  the  sentence  a third  resolve.  This 
section,  beginning  at  line  2,  would  thus  read: 
Resolved,  That  the  OSMA  request  that  the 
Surgeon  General  require  a health  hazard  warn- 
ing on  smokeless  tobacco  similar  to  the  warning 
currently  on  cigarettes;  and  be  it  further 
Resolved,  That  Oklahoma  physicians  make 
every  effort  to  discourage  the  use  of  smokeless 
tobacco;  and  be  it  further 

The  reference  committee  also  recommended  that 
a fourth  resolve  be  added,  as  follows: 

Resolved,  That  this  resolution  be  submitted 
to  the  House  of  Delegates  of  the  American  Med- 
ical Association 

Item  13.  Resolution  19  — Commendation  of 
Edward  K.  Norfleet,  MD 

Following  house  approval  of  this  resolution,  Dr 
Long  suspended  the  parliamentary  rules  to  allow 
amendments  to  this  resolution,  as  follows: 

After  Line  10,  insert  two  whereas  state- 
ments: 

Whereas,  Edward  Norfleet  has  had  an  open 
and  continuing  love  affair  with  medicine  for 
over  32  years;  and 

WHEREAS,  His  heart  and  soul  are  always  in 
tune  with  the  needs  and  best  interests  of 
medicine; 

After  the  first  Resolved,  delete  the  period 
at  the  end  of  the  sentence  and  add: 

; and  be  it  further 

Resolved,  That  Ed  Norfleet  be  commended  for 
his  love,  loyalty,  devotion  and  dedication  to 
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medicine  and  that  he  always  be  known  as  a 
friend  to  OSMA  and  medicine. 

The  house  moved,  seconded,  and  approved  Res- 
olution 19  with  the  amendments  as  noted  above. 

It  was  moved  and  seconded  that  the  house  adopt 
the  Report  of  Reference  Committee  II  as  a whole. 
The  motion  carried. 

— Dr  Long  turned  the  meeting  over  to  Robert  G. 
Perryman,  MD,  vice-speaker.  — 


Report  of  Reference  Committee  III 

Presented  by  William  O.  Coleman,  MD,  Oklahoma 
City 

Reference  Committee  III  approved  the  following 
items  without  amendment: 

Item  1.  Report  of  the  Council  on  Governmental 
Activities 

The  reference  committee  commended  Perry  A. 
Lambird,  MD,  chairman,  members  of  the  council, 
and  Congressman  Mickey  Edwards  for  their  diligent 
efforts.  Special  appreciation  was  expressed  to  Dr 
George  Kamp  for  the  many  hours  spent  away  from 
his  practice  dealing  with  Congress  during  this  most 
trying  year. 

Item  2.  Report  of  the  Council  on 
State  Legislation 

The  reference  committee  gave  strong  commenda- 
tion to  William  L.  Hughes,  Md,  chairman  and  to  the 
council  members  for  all  their  efforts  in  carrying  out 
the  association’s  legislative  activities. 

Item  3.  Council  on  State  Legislation  Report  A 
— Lay  Council 

The  reference  committee  agreed  with  the  need  for 
OSMA  to  have  a lay  council  comprised  of  state  com- 
munity leaders  to  become  informed  on  the  issues  af- 
fecting medical  care  in  Oklahoma. 

Item  4.  Report  of  the  Council  on  Medical  Ser- 
vices 

The  reference  committee  commended  John  A. 
Blaschke,  MD,  chairman,  for  his  excellent  leadership 
of  this  council. 

Item  5.  Report  of  the  Council  on 
Member  Services 

The  reference  committee  commended  the  council 
and  the  staff  assigned  to  this  council  for  their 
long  hours  of  work. 

Item  6.  Report  of  the  Oklahoma  Medical 
Political  Action  Committee 

Item  7.  Report  of  the  Physicians  Committee 

This  report  calls  for  structural  changes  within  the 
committee  and  the  authorization  for  expenditures  to 
support  an  aggressive  intervention  program,  with 
which  the  reference  committee  is  in  agreement. 

Item  8.  Resolution  3 — Voluntary  Fee  Freeze 


Item  10.  Resolution  10  — County  Health 
Department  Millage 

Reference  Committee  III  approved  the  following 
items  as  amended: 

Item  9.  Resolutions  4 and  7 — Federally 
Financed  Health  Care  Programs  and 
Hospital  Fee  Freeze 

The  reference  committee  recommended  combining 
the  two  resolutions  in  the  form  of  the  following  Sub- 
stitute Resolution: 

Resolved,  That  all  entities  involved  in  the  de- 
livery of  health  care  display  the  same  sensitivity 
to  economic  factors  facing  patients  and  respond 
by  stabilizing  their  charges  for  one  year  as  in- 
itiated by  Oklahoma  physicians. 

Item  12.  Resolution  17  — Medicare  Attestation 

Since  the  AMA  has  already  initiated  an  aggressive 
campaign  to  modify,  amend,  or  rescind  the  Medicare 
Attestation,  it  is  recommended  that  the  resolution 
not  be  forwarded  to  the  AMA.  The  reference  commit- 
tee thus  recommended  that  the  final  resolve  of  Res- 
olution 17  be  deleted. 

Reference  Committee  III  rejected  the  following 
item: 

Item  11.  Resolution  12  — Prospective  Payment 
System 

While  the  reference  committee  was  in  agreement, 
and  sympathetic  to  the  thrust  of  this  resolution,  it 
was  felt  that  the  negative  impact  would  outweigh 
the  benefit,  and  therefore  recommends  that  Res- 
olution 12  not  be  adopted. 

It  was  moved  that  the  House  adopt  the  Report  of 
Reference  Committee  III  as  a whole.  The  motion  was 
seconded  and  carried. 

Dr  Perryman  expressed  thanks  to  all  the  members 
of  the  reference  committees  for  their  time  and  effort 
spent. 

X.  OMPAC  REPORT 

William  M.  Leebron,  MD,  chairman,  noted  the 
yearly  OMPAC  report  is  in  the  handbooks  and  has 
been  approved  by  the  house. 

XI.  OTHER  BUSINESS 

None  was  presented  at  this  time. 

XII.  ANNOUNCEMENTS 

Dr  Perryman  noted  that  food  and  drink  are  avail- 
able at  the  Hogan  for  those  who  would  like  some 
refreshments  before  leaving  Shangri-La.  Dr  Perry- 
man also  expressed  appreciation  to  everyone  for  a 
successful  annual  meeting. 

XIII.  ADJOURNMENT 

It  was  moved  that  the  Closing  Session  of  the  78th 
Meeting  of  the  House  of  Delegates  adjourn.  The  mo- 
tion was  seconded  and  approved.  The  House  of  Dele- 
gates adjourned  at  2:30  PM. 

Recorded  by  Toni  K.  Leverett 
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Report  of 

REFERENCE  COMMITTEE  I 


Presented  by:  Norman  L.  Dunitz,  MD,  Chairman 

Mr  Speaker  and  Members  of  the  House  of  Delegates: 

Reference  Committee  I gave  careful  consideration 
to  the  several  items  referred  to  it  and  submits  the 
following  report: 

(1)  Report  of  the  Board  of  Trustees 

Recommendation: 

Mr  Speaker,  your  Reference  Committee  considered 
the  Report  of  the  Board  of  Trustees  and  would  like 
to  commend  the  trustees  on  their  diligence,  and  espe- 
cially commend  Michael  J.  Haugh,  MD,  Chairman, 
and  Kenneth  W.  Whittington,  MD,  Vice-Chairman. 
The  Reference  Committee  recommends  that  the  Re- 
port of  the  Board  of  Trustees  be  filed,  as  it  is  an 
informational  item. 

Mr  Speaker,  your  Reference  Committee  recom- 
mends adoption  of  this  portion  of  the  report. 

(2)  Supplemental  Report  of  the  Board  of  Trustees 

Recommendation: 

Mr  Speaker,  your  Reference  Committee  has  care- 
fully reviewed  this  report  and  recommends  that  the 
Supplemental  Report  of  the  Board  of  Trustees  be 
approved. 

The  Committee  would  call  to  your  attention  that 
within  the  report  the  board  requests  that  the  House 
take  special  note  of  the  recommendation  that  the 
President’s  honorarium  be  raised  from  $5,000  to 
$12,000  per  year.  Your  Reference  Committee  wishes 
to  stress  that,  although  there  are  many  members  (ie, 
council  and  committee  chairmen)  that  spend  much 
time  in  service  to  the  association,  it  should  be  noted 
that  the  President’s  workload  has  increased  signifi- 
cantly over  the  years  requiring  as  much  as  100  days 
per  year  and  frequently  demands  unscheduled  ac- 
tivities. 

Mr  Speaker,  your  Reference  Committee  recom- 
mends adoption  of  this  portion  of  the  report. 

(3)  Board  of  Trustees  Report  A — 

Penn  Square  Bank 

Recommendation: 

Mr  Speaker,  your  Reference  Committee  recom- 
mends that  Report  A of  the  Board  of  Trustees  be 
filed,  as  it  is  an  informational  item. 

Mr  Speaker,  your  Reference  Committee  recom- 
mends adoption  of  this  portion  of  the  report. 

(4)  Board  of  Trustees  Report  B — 

Lloyd’s  of  London  and  Other  Insurors 

Recommendation: 

Mr  Speaker,  your  Reference  Committee  recom- 
mends that  Report  B of  the  Board  of  Trustees  be 
adopted.  This  report  discusses  in  some  detail  the  dis- 
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tribution  of  funds  recovered  from  an  insurance  agree- 
ment with  Lloyd’s  of  London  and  others. 

Mr  Speaker,  your  Reference  Committee  recom- 
mends adoption  of  this  portion  of  the  report. 

(5)  Report  of  the  Secretary-Treasurer 

Recommendation: 

Mr  Speaker,  your  Reference  Committee  recom- 
mends that  the  Report  of  the  Secretary-Treasurer  be 
adopted.  The  committee  would  also  like  to  express 
its  sincere  appreciation  to  Raymond  L.  Cornelison, 
Jr.,  MD,  for  his  concern  and  his  diligence  in  regard 
to  the  financial  situation  of  the  OSMA. 

Mr  Speaker,  your  Reference  Committee  recom- 
mends adoption  of  this  portion  of  the  report. 

(6)  Membership  Report 

Recommendation: 

Mr  Speaker,  your  Reference  Committee  recom- 
mends that  the  Membership  Report  be  filed,  as  it  is 
an  informational  item. 

Mr  Speaker,  your  Reference  Committee  recom- 
mends adoption  of  this  portion  of  the  report. 

(7)  Report  of  the  Council  on  Long-Range  Planning 
and  Development 

Recommendation: 

Mr  Speaker,  your  Reference  Committee  recom- 
mends that  the  Report  of  the  Council  on  Long-Range 
Planning  and  Development  be  filed,  as  it  is  an  infor- 
mational item.  The  committee  also  commends  John 
A.  McIntyre,  MD,  Chairman,  for  his  exceptional 
leadership  of  this  council. 

Mr  Speaker,  your  Reference  Committee  recom- 
mends adoption  of  this  portion  of  the  report. 

(8)  Report  of  the  Constitution  and  Bylaws 
Committee 

Recommendation: 

Mr  Speaker,  your  Reference  Committee  recom- 
mends that  the  Report  of  the  Constitution  and 
Bylaws  Committee  be  adopted  as  a whole.  Your  Re- 
ference Committee  would  like  to  make  certain  that 
the  delegates  understand  that  by  adoption  of  the  re- 
port they  are  rejecting  bylaw  changes  that  would 
permit  affiliate  membership  for  qualified  dentists, 
qualified  pharmacists,  and  other  medically  allied 
professionals  who  are  not  medical  doctors. 

In  addition,  this  report  recommends  the  creation 
of  the  Council  on  Hospital  Medical  Staffs. 

Mr  Speaker,  your  Reference  Committee  recom- 
mends adoption  of  this  portion  of  the  report. 

(9)  Report  of  the  Physicians  Liability 
Insurance  Company 

Recommendation: 
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Mr  Speaker,  your  Reference  Committee  recom- 
mends that  the  Report  of  the  Physicians  Liability 
Insurance  Company  be  filed  for  informational  pur- 
poses. The  committee  would  also  like  to  commend 
the  PLICO  Board  of  Directors  for  the  excellent  job 
i it  has  done  in  responsibilities  concerning  the  insur- 
ance company. 

Mr  Speaker,  your  Reference  Committee  recom- 
mends adoption  of  this  portion  of  the  report. 

(10)  Special  Report  of  the  Auxiliary 

Recommendation: 

Mr  Speaker,  your  Reference  Committee  fully 
agrees  with  this  excellent  report  outlining  the  his- 
tory of  the  OSMA  Auxiliary,  and  would  like  to  com- 
mend the  Auxiliary  as  a whole  for  its  great  ac- 
complishments in  1983-84.  Your  Reference  Commit- 
tee recommends  that  the  Special  Report  of  the  Au- 
xiliary be  filed  for  informational  purposes. 

Mr  Speaker,  your  Reference  Committee  recom- 
mends adoption  of  this  portion  of  the  report. 

(11)  Report  of  the  OSMA  Auxiliary 

Recommendation: 

Mr  Speaker,  your  Reference  Committee  would  like 
to  especially  commend  Mrs  Camille  Harrison,  Aux- 
iliary president,  for  her  exceptional  leadership  and 
dedication,  and  recommends  that  the  Report  of  the 
OSMA  Auxiliary  be  filed,  as  it  is  an  informational 
item. 

Mr  Speaker,  your  Reference  Committee  recom- 
mends adoption  of  this  portion  of  the  report. 

(12)  Resolution  2 — Outpatient  Psychiatric 
Coverage 

Recommendation: 

Mr  Speaker,  your  Reference  Committee  heard  con- 
siderable testimony  for  and  against  this  resolution. 
The  committee  appreciates  the  concern  of  psychia- 
trists regarding  this  particular  coverage.  Your  Refer- 
ence Committee  recommends  that  Resolution  2 be 
rejected,  and  that  the  following  Substitute  Resolu- 
tion be  adopted  in  lieu  of  Resolution  2: 

Resolved,  That  the  House  of  Delegates  hereby 
requests  the  Board  of  Directors  of  PLICO  to  study 
its  PLICO  Health  policy  in  regard  to  possible  outpa- 
tient psychiatric  coverage. 

Mr  Speaker,  your  Reference  Committee  recom- 
mends adoption  of  this  portion  of  the  report. 

(13)  Resolution  5 — Late  Resolutions 

Recommendation: 

Mr  Speaker,  your  Reference  Committee  would  like 
to  commend  the  Oklahoma  Delegation  to  the  AMA 
for  its  diligence  in  representing  Oklahoma  physi- 
cians at  the  national  level.  The  Committee  recom- 
mends that  Resolution  5 be  adopted. 

Mr  Speaker,  your  Reference  Committee  recom- 
mends adoption  of  this  portion  of  the  report. 

(1 4)  Resolutions  1 0 and  11  — Extended  Fee  Freeze 

Recommendation: 


Mr  Speaker,  your  Reference  Committee  heard  no 
testimony  concerning  these  resolutions.  After  a care- 
ful review  of  both  resolutions,  the  committee  recom- 
mends that  Resolutions  10  and  11  not  be  adopted. 

Mr  Speaker,  your  Reference  Committee  recom- 
mends adoption  of  this  portion  of  the  report. 

(15)  Resolution  13  — OSMA  Auxiliary 

Recommendation: 

Mr  Speaker,  your  Reference  Committee  again 
would  like  to  express  special  appreciation  for  the 
OSMA  Auxiliary  and  recommends  that  Resolution 
13  be  adopted. 

Mr  Speaker,  your  Reference  Committee  recom- 
mends adoption  of  this  portion  of  the  report. 

(16)  Resolution  14  — Expanding  PLICO  into  the 
Area  of  Contract  Medicine 

Recommendation: 

Mr  Speaker,  your  Reference  Committee  heard  con- 
siderable testimony  for  both  sides  of  this  issue,  and 
recommends  that  Resolution  14  be  rejected,  and  that 
the  following  Substitute  Resolution  be  adopted  in 
lieu  of  Resolution  14: 

Resolved,  That  the  Oklahoma  State  Medical  As- 
sociation, through  its  House  of  Delegates,  urges  the 
Physicians  Liability  Insurance  Company  (PLICO)  to 
study  the  feasibility  of  a competitive  health  insur- 
anced  program  that  could  be  marketed  in  contractual 
relations  with  hospitals  and  physicians  in  the  State 
of  Oklahoma,  and  with  the  same  degree  of  trust  and 
harmony  that  exists  between  PLICO  and  the  said 
physicians  of  the  Oklahoma  State  Medical  Associa- 
tion. 

Mr  Speaker,  your  Reference  Committee  recom- 
mends adoption  of  this  portion  of  the  report. 

Mr  Speaker,  Reference  Committee  I recommends 
adoption  of  this  report  as  a whole. 

Mr  Speaker,  this  concludes  the  Report  of  Reference 
Committee  I.  Your  Reference  Committee  wishes  to 
thank  all  who  participated  in  the  hearing  and  contri- 
buted to  the  preparation  of  this  report. 

Respectfully  submitted, 

Norman  L.  Dunitz,  MD,  Chairman 

Francis  Hollingsworth,  MD 

Victor  J.  Rogosa,  MD 

Robert  J.  Weedn,  MD 

M.  Boyd  Shook,  MD 

Roger  J.  Reid,  MD 

Henry  H.  Modrak,  MD 

James  S.  Gerber,  MD 

Mike  Sulzycki,  Staff 

Toni  Leverett,  Staff 


Report  of  the 
BOARD  OF  TRUSTEES 

Reference  Committee  I 

Subject:  Annual  Report 

Presented  by:  Michael  J.  Haugh,  MD,  Chairman 
Referred  to:  Reference  Committee  I 
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Proceedings  (continued)  _____ — 

Introduction: 

The  Board  of  Trustees  of  the  OSMA  has  completed 
three  of  its  quarterly  meetings  for  organizational 
year  1983-84.  The  fourth,  or  annual  meeting,  of  the 
board  is  being  held  in  conjunction  with  this  annual 
meeting  of  the  association.  The  proceedings  of  the 
annual  board  meeting  are  contained  in  the  Supple- 
mental Report  of  the  Board  of  Trustees. 

During  the  past  year  the  board  met  on  August  14 
and  November  13,  1983,  and  February  19,  1984.  A 
quorum  was  certified  for  each  meeting  with  an  aver- 
age of  8 officers,  15  trustees  or  alternate  trustees, 
and  9 AMA  delegates  or  alternate  delegates  present. 


Management  Study 

During  1983-84  a management  study  of  the  associ- 
ation’s activities  was  conducted  by  the  consulting 
firm  of  Deloitte,  Haskins  & Sells.  The  firm  was  the 
low  bidder  on  a request  for  proposal  sent  out  by  the 
OSMA. 

During  the  November  meeting  the  board  approved 
the  portion  of  the  management  study  report  recom- 
mending the  association  purchase  appropriate  com- 
puter equipment  to  reduce  its  membership  files  and 
dues  accounting  to  an  electronic  data  processing 
mode.  In  addition,  the  equipment  could  be  used  for 
word  processing  by  the  association’s  staff. 

The  proposal  called  for  the  equipment  to  be  paid 
out  over  a period  of  up  to  2Vfe  years,  with  maintenance 
expenses  being  an  additional  cost. 

The  board  authorized  the  Executive  Committee  of 
the  association  to  make  the  final  decision  concerning 
the  computer. 

At  the  recommendation  of  Deloitte,  Haskins  & 
Sells  the  association  did  purchase  a Data  General 
computer  that  was  installed  during  the  month  of 
March  and  brought  up  to  operational  status  during 
April. 


Medicare  Demonstration  Project 

During  its  August  meeting  the  board  authorized 
the  association  to  proceed  with  implementing  the 
special  Medicare  demonstration  project  that  was  an 
outgrowth  of  the  PLICO  Health  stay-well  bonus  sys- 
tem. The  idea  was  taken  to  the  Oklahoma  Congres- 
sional Delegation,  where  it  met  with  some  amount 
of  enthusiasm. 

At  the  recommendation  of  OSMA’s  Washington 
representative,  John  Montgomery,  the  idea  was  pre- 
sented to  several  different  congressional  committee 
staff  people  for  consideration. 

During  the  November  meeting  OSMA  President 
Kamp  informed  the  trustees  that  the  project  had  been 
favorably  received  in  Washington  and  was  in  the 
process  of  legislative  drafting.  (A  draft  bill  proposed 
by  Congressman  Edwards  was  circulated  to  the  mem- 
bers of  the  OSMA  Council  on  Planning  and  Develop- 
ment meeting  held  in  March,  1984.) 


Hospital  Medical  Staff  Council 

At  the  request  of  the  Council  on  Member  Services 
of  the  association,  the  Board  of  Trustees  authorized 
the  formation  of  a special  ad  hoc  committee  to  study 
the  creation  of  some  mechanism  that  would  encour- 
age hospital  medical  staffs  to  respond  to  the  Amer- 
ican Medical  Association’s  creation  of  a special  hospi- 
tal medical  staff  section.  The  committee  was  au- 
thorized during  the  August  meeting  and  reported 
back  to  the  trustees  during  the  November  meeting. 

The  ad  hoc  committee  continued  its  studies  into 
1984,  and  at  the  February  meeting  recommended  to 
the  Board  of  Trustees  that  the  OSMA  create  a new 
full  council  to  be  entitled  the  “OSMA  Hospital  Med- 
ical Staff  Council.”  The  trustees  approved  the  recom- 
mendation and  requested  the  association’s  Constitu- 
tion and  Bylaws  Committee  to  draw  up  an  appro- 
priate amendment  to  those  documents  that  would 
create  such  a council  for  the  association.  (The  appro- 
priate language  to  create  the  council  is  included  in 
the  Report  of  the  Constitution  and  Bylaws  Commit- 
tee.) 

It  is  the  recommendation  of  the  Board  of  Trustees 
that  this  council  be  created  and  the  appropriate 
amendments  be  adopted. 

OSMA-ERF 

The  House  of  Delegates  of  the  OSMA,  during  its 
1983  meeting,  authorized  the  creation  of  a special 
education  and  research  fund  for  the  OSMA.  The 
appropriate  articles  of  incorporation,  banking  ac- 
count statements,  and  bylaws  were  prepared  by  the 
association  staff  and  presented  to  the  Board  of  Trust- 
ees for  adoption  during  the  August  meeting.  At  that 
time,  the  articles  of  incorporation  and  the  banking 
statements  were  formally  adopted.  Action  on  the  pro- 
posed bylaws  was  tabled  for  later  consideration. 

The  proposed  bylaws  for  the  new  OSMA-ERF  were 
formally  adopted  during  the  February  meeting  of  the 
trustees.  At  that  time  OSMA  Legal  Counsel  was  in- 
structed to  proceed  with  the  filing  of  the  incorpora- 
tion papers  and  the  necessary  forms  with  the  Internal 
Revenue  Service  to  have  the  new  foundation  class- 
ified as  a nonprofit  organization  for  tax  deduction 
purposes.  (Because  of  the  reluctance  on  the  part  of 
the  IRS  to  approve  any  nonprofit  organization,  this 
process  usually  takes  several  months.) 

Diabetes  Endowment  Fund 

In  May  of  1982  the  House  of  Delegates  of  the  OSMA 
voted  to  designate  the  funds  which  had  previously 
been  contributed  to  a professorship  in  continuing 
medical  education  to  a diabetes  professorship  at  the 
OU  Health  Sciences  Center.  Before  these  funds  were 
to  be  released,  however,  they  had  to  be  matched  on 
a dollar-per-dollar  basis.  During  early  1983  Dr  C. 
Alton  Brown  announced  to  the  association’s  Board  of 
Trustees  that  he  felt  confident  that  the  matching 
funds  could  be  raised. 

Originally  the  funds  were  in  an  account  at  the 
Penn  Square  National  Bank.  Following  the  closing 
of  the  bank,  FDIC  officials  agreed  to  release  the  en- 
tire account,  which  amounted  to  approximately 
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$110,000.  The  funds  were  then  transferred  to  another 
Oklahoma  City  bank. 

In  mid- 1983  Dr  Brown  announced  that  the  total 
matching  funds  had  been  raised  and  asked  that  the 
monies  be  released  to  match  the  fund.  At  the  same 
time  he  indicated  that  it  was  the  desire  of  the  Health 
Sciences  Center  to  utilize  only  the  interest  off  of  the 
monies. 

The  board  approved  a plan  whereby  the  association 
would  pay  the  interest  directly  to  the  center,  but 
would  retain  the  corpus  of  the  funds  in  its  own  name. 
This  plan  was  acceptable  to  the  center  and  was  put 
into  effect. 

House  of  Delegates  Special  Session 

President  George  Kamp  called  a special  meeting 
of  the  OSMA  House  of  Delegates  for  Saturday, 
November  19,  to  determine  the  association’s  position 
on  the  future  of  the  Oklahoma  Foundation  for  Peer 
Review.  The  Board  of  Trustees  concurred  in  the  call- 
ing of  the  special  session  during  its  meeting  on 
November  13. 

1986  Meeting 

Because  of  difficulties  acquiring  hotel  meeting 
space  it  is  necessary  for  the  association  to  schedule 
its  annual  meeting  at  least  two  years  in  advance. 
The  Board  of  Trustees  authorized  the  1986  annual 
meeting  of  the  association  to  be  held  in  Tulsa  on 
May  7-10.  Two  new  hotels  in  Tulsa  are  holding  those 
dates  for  the  association  at  this  time. 

Allied  Members 

During  the  past  year  the  association’s  Board  of 
Trustees  received  a request  from  a group  of  radiation 
physicists  to  be  admitted  to  association  membership 
as  allied  members.  The  board  acknowledged  the  re- 
quest but  pointed  out  that  the  current  bylaws  do  not 
provide  for  nonphysician  membership,  except  on  an 
honorary  basis.  The  problem  was  referred  by  the 
board  to  the  OSMA  Constitution  and  Bylaws  Com- 
mittee for  further  study. 

Additional  information  was  received  from  the 
AMA  and  presented  to  the  board  during  its  February 
meeting.  At  that  time  it  was  explained  that  the  AMA 
does  accept  radiation  physicists  as  affiliate  members, 
but  they  do  not  pay  dues  and  receive  no  benefits  or 
publications,  except  by  subscription.  The  Board  of 
Trustees  then  voted  to  recommend  that  radiation 
physicists  be  accepted  as  affiliate  members  of  the 
OSMA,  and  directed  the  Constitution  and  Bylaws 
Committee  to  prepare  the  appropriate  amendments 
to  accomplish  this. 

(The  Constitution  and  Bylaws  Committee  drafted 
the  correct  language  that  would  expand  the  allied 
member  category  to  include  non-physicians.  How- 
ever, in  its  report  to  this  House  of  Delegates,  the 
committee  recommends  that  the  amendment  not  be 
adopted.) 

Medical  Students 

During  1983-84  the  association,  through  the  Board 


of  Trustees,  continued  its  support  of  the  Medical  Stu- 
dents Communications  Program.  This  included  spon- 
soring a picnic  in  both  Oklahoma  City  and  Tulsa  for 
medical  students. 

The  board  also  authorized  a grant  to  the  Tulsa 
County  Medical  Society  so  that  it  might  establish  a 
series  of  medical  student  luncheon  meetings  similar 
to  those  conducted  by  the  association  in  Oklahoma 
City. 

Through  the  office  of  the  Dean  of  Student  Affairs, 
Dr  Dave  Steen,  a series  of  medical  students  have 
been  rotating  through  the  OSMA  executive  office 
and  spending  a week  each  observing  the  functioning 
of  the  association  and  its  staff. 

PLICO  Appeal 

Any  physician  member  of  the  association  has  the 
right  to  appeal  directly  to  the  OSMA  Board  of  Trus- 
tees any  adverse  decision  of  the  PLICO  Board  of  Di- 
rectors regarding  professional  liability  insurance 
coverage.  One  such  appeal  was  heard  during  1983- 
84.  However,  as  of  the  time  of  this  annual  meeting, 
at  least  two  or  three  appeals  are  pending,  and  will 
be  heard  during  the  next  few  weeks. 

A single  appeal  from  a former  PLICO  decision  usu- 
ally takes  from  one  to  three  hours  of  hearings  and 
deliberations  by  the  board. 

AMA-GTE  Project 

In  mid-1983  the  board  authorized  an  experimental 
installation  of  the  American  Medical  Association’s 
Medical  Information  Network  in  a series  of  physician 
offices  in  Oklahoma.  Known  at  “MINET,”  this  na- 
tional computerized  information  network  allows  a 
physician  to  access  at  least  six  data  bases  on  such 
topics  as  disease  information,  drug  information,  cur- 
rent procedural  terminology  information,  clinical  lit- 
erature, and  socioeconomic  literature. 

In  addition  to  the  data  bases,  MINET  can  also  be 
utilized  by  the  physician  as  an  electronic  mail  service 
to  contact  any  other  physician,  state  medical  associ- 
ation, or  the  American  Medical  Association  via  com- 
puter terminal. 

A final  report  on  the  six-month  experiment  and 
recommendations  will  be  given  to  the  Board  of  Trus- 
tees for  consideration  during  its  annual  meeting. 

County  Society  Split 

The  Rogers-Mayes  County  Medical  Society  has 
petitioned  the  Board  of  Trustees  for  permission  to 
split  into  two  county  societies.  The  bylaws  of  the 
association  authorize  the  trustees  to  “recommend” 
the  revocation  of  a charter  or  the  creation  of  a new 
charter  for  a county  medical  society  to  the  House  of 
Delegates. 

The  Rogers-Mayes  County  Medical  Society  was 
notified  that  the  Board  of  Trustees  of  the  association 
will  recommend  that  the  current  society  be  dissolved 
and  that  two  new  county  societies  be  recognized  and 
chartered  during  the  opening  session  of  the  1984 
House  of  Delegates.  These  two  new  county  societies 
will  be  known  as  the  “Rogers  County  Medical  Soci- 
ety” and  the  “Mayes  County  Medical  Society.” 


Journal  / July  1984  / Volume  77 


237 


Proceedings  ( continued ) 

In  order  for  the  two  new  county  societies  to  be 
appropriately  represented  during  the  deliberations 
of  the  1984  House  of  Delegates,  it  will  be  necessary 
for  the  House  to  formally  recognize  the  two  new  or- 
ganizations during  the  opening  session.  At  that  time 
the  old  charter  will  be  revoked  and  two  new  charters 
issued.  As  soon  as  the  House  approves  the  two  new 
charters,  the  delegates  from  the  two  new  county 
societies  can  be  credentialed  and  seated. 

It  is  the  recommendation  of  the  Board  of  Trustees 
that  the  two  new  societies  be  created  by  the  House 
of  Delegates. 

Council  and  Committee  Reports 

Customarily  the  Board  of  Trustees  hears  reports 
from  all  of  the  OSMA  councils  and  committees  during 
each  meeting.  Since  these  groups  also  report  directly 
to  the  House  of  Delegates  on  their  yearly  activities, 
their  reports  to  the  board  will  not  be  reproduced  here. 

Awards  and  Presentations 

During  1983-84  the  Board  of  Trustees  witnessed 
the  presentation  of  five  special  awards  and  au- 
thorized a special  award  to  be  given  during  this  an- 
nual meeting. 

Floyd  F.  Miller,  MD,  was  presented  with  the  A. 
H.  Robins  Award  during  the  August  14  meeting. 
This  award  is  given  to  a physician  for  outstanding 
community  service,  and  only  upon  the  recommenda- 
tion of  a state  medical  association. 

Also  during  the  August  meeting  two  honorary 
memberships  in  the  association  were  awarded  to  Mr 
Don  Blair,  Executive  Vice-President  of  PLICO,  C.  L. 
Frates  & Company;  and  to  Wilson  “Dave”  Steen, 
PhD,  Dean  of  Student  Affairs  for  the  University  of 
Oklahoma  College  of  Medicine.  Honorary  member- 
ship in  the  association  is  presented  only  to  those 
individuals  who  have  made  significant  contributions 
to  the  advancement  of  the  medical  profession. 

Two  Outstanding  Layman  Awards  were  presented 
this  year.  During  the  November  meeting  Mr  William 
H.  Bell,  a Tulsa  attorney,  was  presented  with  the 
OSMA  Outstanding  Layman  Award.  During  the 
February  meeting  another  attorney,  Mr  George  F. 
Short,  Oklahoma  City,  received  an  identical  award. 
This  award  is  given  for  extraordinary  service  to  the 
medical  profession  by  a layman. 

Because  of  his  outstanding  service  as  president  of 
the  Physicians  Liability  Insurance  Company,  the 
Board  of  Trustees  of  the  OSMA  has  authorized  a 
special  distinguished  service  award  to  be  presented 
to  C.  Alton  Brown,  MD.  This  award  will  be  presented 
during  the  1984  annual  meeting  of  the  House  of  Dele- 
gates. 

Life  Membership  Awards 

The  following  physicians  have  been  awarded  life 
membership  in  the  Oklahoma  State  Medical  Associ- 
a on  through  application  from  component  societies, 
and  with  the  approval  of  the  association’s  Board  of 
Trustees: 
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August  14,  1983 

R.  R.  Coates,  MD,  Chickasha 

Charles  W.  Freeman,  MD,  Oklahoma  City 

November  13,  1983 

William  C.  Alston,  Jr.,  MD,  Tulsa 
Alfred  H.  Bungardt,  MD,  Tulsa 
Herbert  J.  Forrest,  MD,  Tulsa 
John  F.  Gray,  Jr.,  MD,  Tulsa 
E.  N.  Lubin,  MD,  Tulsa 
Bryce  Petrie,  MD,  Oklahoma  City 
Chester  R.  Seba,  MD,  Oklahoma  City 
Hugh  B.  Spencer,  MD,  Tulsa 

February  19,  1984 

Martin  H.  Bartlett,  MD,  Sapulpa 
Charles  J.  Bate,  MD,  Tulsa 
Eugene  A.  Durso,  MD,  Norman 
Fred  T.  Fox,  MD,  Lawton 
Minor  E.  Gordon,  MD,  Claremore 
Worth  M.  Gross,  MD,  Tulsa 
James  F.  Hohl,  MD,  Ada 
Orval  L.  Parsons,  MD,  Lawton 
Herschel  J.  Rubin,  MD,  Tulsa 
Joseph  J.  Weedn,  MD,  Duncan 
Sol  Wilner,  MD,  Tulsa 
Douglas  E.  Wilson,  MD,  Lawton 
Richard  E.  Witt,  MD,  Tulsa 

Respectfully  submitted, 

Michael  J.  Haugh,  MD 
Chairman 

OSMA  Board  of  Trustees 


Supplemental  Report  of  the 
BOARD  OF  TRUSTEES 

Reference  Committee  I 

Subject:  Supplemental  Report 

Presented  by:  Michael  J.  Haugh,  MD,  Chairman 

Referred  to:  Reference  Committee  I 

Mr  Speaker  and  Members  of  the  House: 

The  Board  of  Trustees  met  at  its  Annual  Meeting 
earlier  this  morning,  and  this  supplemental  report 
identifies  for  the  Delegates  the  actions  taken  for  the 
board  at  this  meeting.  This  report  will  be  referred  to 
Reference  Committee  I to  be  considered  along  with 
the  Annual  Report  of  the  Board  of  Trustees,  which 
was  included  in  the  Delegate’s  Handbook.  The  board 
meeting  was  called  to  order  by  Michael  J.  Haugh, 
MD,  Chairman,  at  9:15  AM  with  introductions  of 
guests  and  announcement  that  this  was  the  78th 
Annual  Meeting  of  the  Oklahoma  State  Medical  As- 
sociation. 

The  board  approved  the  minutes  of  its  February  19 
meeting  as  written. 

George  H.  Kamp,  MD,  president,  gave  his  final 
report  to  the  board  as  the  association’s  highest  elected 
official  and  expressed  his  sincere  thanks  for  the  op- 
portunity of  serving  the  association  in  this  capacity. 

Oklahoma  State  Medical  Association 


Mrs  Camille  Harrison,  outgoing  president  of  the 
OSMA  Auxiliary,  presented  her  final  report  to  the 
board,  and  stressed  the  importance  of  teamwork  be- 
tween the  two  organizations. 

Raymond  L.  Comelison,  Jr.,  MD,  secretary-trea- 
surer, presented  a financial  report  to  the  board,  and 
stated  the  full  report  is  included  under  Reference 
Committee  I in  the  handbooks. 

Mr  Ed  Kelsay,  OSMA  legal  counsel,  presented  a 
special  report  on  the  AMA/GTE  project,  known  as 
“MINET,”  or  Medical  Information  NETwork.  The  sys- 
tem allows  a physician  to  access  at  least  six  data 
bases  on  such  topics  as  disease  information,  drug 
information,  current  procedural  terminology  infor- 
mation, etc,  as  well  as  access  to  an  electronic  mail 
service.  Mr  Kelsay  noted  that  this  system  is  being 
made  available  through  the  American  Medical  As- 
sociation by  distributorship  to  state  medical  societies, 
but  is  not  necessarily  an  exclusive  franchise. 

Mr  Kelsay  directed  the  trustees  to  the  four  options 
included  in  the  report,  developed  by  the  Council  on 
Member  Services,  as  follows  in  abbreviated  form: 

Option  1:  The  OSMA  signs  as  a distributor  for 
MINET  and  utilizes  its  own  staff  and  facilities  for 
marketing,  maintenance,  training,  administration, 
and  billing. 

Option  2:  The  OSMA  signs  as  the  distributor,  but 
subcontracts  with  an  outside  private  organization  for 
sales,  marketing,  training,  maintenance,  and  admin- 
istration. 

Option  3:  The  OSMA  informs  GTE  that  it  does  not 
wish  to  be  the  distributor,  but  recommends  an  outside 
organization  for  the  distributorship. 

Option  4:  The  OSMA  informs  GTE  it  does  not  wish 
to  be  a distributor  and  makes  no  recommendation. 


Following  considerable  discussion,  the  board  de- 
cided to  combine  options  1 and  2 for  approval, 
whereby  OSMA  would  accept  the  distributorship, 
subcontract  the  work  initially,  and  take  on  the  re- 
sponsibility at  a later,  more  appropriate  time. 

The  Report  of  the  OSMA  Physicians  Committee, 
which  is  included  in  the  Delegate’s  Handbooks  under 
Reference  Committee  III,  was  approved  by  the  board 
for  introduction  to  the  House  of  Delegates. 

The  PLICO  Board  requested  that  PLICO  Board 
Members  whose  terms  expire  this  year  be  submitted 
for  approval  by  the  Board  of  Trustees,  to  be  submitted 
to  the  House  for  re-election  to  a second  term  of  three 
years.  The  nominees  are: 

C.  Alton  Brown,  MD,  Oklahoma  City 
C.  S.  “Burr”  Lewis,  Jr.,  MD,  Tulsa 
Edward  K.  Norfleet,  MD,  Vinita 
John  A.  McIntyre,  MD,  Enid 
Kenneth  W.  Whittington,  MD,  Bethany 
Advisory  Board  Member: 

Billy  Dale  Dotter,  MD,  Okeene 

The  Board  of  Trustees  approved  the  following 
nominees  to  serve  on  the  Board  of  Directors  for  the 
Oklahoma  Foundation  for  Peer  Review: 


William  M.  Leebron,  MD,  Position  2 
(At  Large) 

Rollie  E.  Rhodes,  MD,  Position  5 
(Tulsa  County) 

J.  B.  Wallace,  MD,  Position  6 

(At  Large  except  Oklahoma  and  Tulsa  Coun- 
ties) 

Steven  Landgarten,  MD,  Position  7 
(Tulsa  County) 

Norman  A.  Cotner,  MD,  Position  12 
(At  Large) 

The  above  nominees  will  be  advanced  to  the  OFPR 
Board  of  Directors  for  consideration. 

After  considerable  discussion  concerning  the  exist- 
ing travel  policy  and  a proposed  new  policy,  the  board 
decided  to  keep  the  existing  travel  policy  and  allow 
the  staff  to  clarify  vague  areas  within  the  policy. 

Four  late  resolutions  were  approved  by  the  board 
for  recommendation  to  the  House,  #16,  Hazards  of 
Smoking;  #17,  Medicare  Attestation;  #18,  Smokeless 
Tobacco;  and  #19,  Commendation  of  Edward  K. 
Norfleet,  MD. 

Special  Membership  Applications  were  submitted 
to  the  board  for  approval.  The  following  Dues  Exemp- 
tion applications  are  listed,  along  with  the  board’s 
decision  on  each: 

Twilah  A.  Fox,  MD,  final  decision  pending 
Buddy  L.  LeCrone,  MD,  tabled 
Carl  E.  Pfanstiel,  MD,  Vi  dues  granted  for  one 
year 

Lawrence  R.  Schwartz,  MD,  exemption  denied 
Howard  K.  Scott,  MD,  exemption  granted  for  one 
year 

The  board  approved  the  following  individuals  for 
Life  Membership  status: 

E.  Stanley  Berger,  MD,  Oklahoma  City 

J.  C.  Devine,  MD,  Tulsa 

John  F.  Kuhn,  MD,  Oklahoma  City 

Bertha  M.  Levy,  MD,  Oklahoma  City 

Philip  Joseph,  MD,  Sapulpa 

Wiley  T.  McCollum,  MD,  Oklahoma  City 

Thomas  C.  Points,  MD,  Oklahoma  City 

Jack  H.  Reynolds,  MD,  Muskogee 

Orville  M.  Rippy,  MD,  Stillwater 

W.  W.  Rucks,  Jr.,  MD,  Oklahoma  City 

Robert  L.  Shore,  MD,  Lawton 

The  Board  re-elected  Michael  J.  Haugh,  MD,  and 
Kenneth  W.  Whittington,  MD,  as  chairman  and  vice- 
chairman,  respectively. 

The  board  approved  three  of  its  members  to  serve 
as  advisors  to  the  OSMA  Auxiliary  for  1984-85,  Drs 
George  H.  Kamp,  J.  B.  Eskridge  III,  and  Michael  J. 
Haugh. 

There  was  considerable  discussion  concerning  an- 
nual meeting  sites.  A motion  was  introduced  whereby 
Shangri-La  would  be  eliminated  as  a future  meeting 
site.  The  motion  failed  with  the  idea  that  the  meeting 
sites  be  left  open  for  the  board  to  consider  each  year. 


M.  Boyd  Shook,  MD,  Position  1 
(Oklahoma  County) 

Howard  B.  Keith,  MD,  Position  2 

(At  Large  except  Oklahoma  and  Tulsa  Coun- 
ties) 


Special  Item:  The  Council  on  Planning  and  De- 
velopment made  an  extensive  survey  of  compensation 
to  presidents  of  state  medical  societies.  OSMA  origi- 
nally provided  its  president  an  honorarium  of  $1,000 
a year,  and  it  was  later  raised  to  $5,000  a year.  After 
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reviewing  considerable  information  the  Council  on 
Planning  and  Development  recommended  to  the 
Board  of  Trustees  at  its  November  meeting  that  the 
presidential  honorarium  be  increased  to  $12,000  per 
year.  The  board  approved  the  recommendation  with 
the  stipulation  that  the  amount  be  reviewed  annually 
and  that  the  House  of  Delegates  approve  the  increase. 
That  action  was  inadvertently  omitted  from  the 
Board  of  Trustees  Annual  Report. 

There  being  no  further  business,  the  board  ad- 
journed at  11:50  am. 


Oklahoma 

State  Medical  Association 
BOARD  OF  TRUSTEES 

Report  A 

Subject:  Penn  Square  Bank 
Presented  by:  Raymond  L.  Comelison,  Jr.,  MD, 
Secretary-Treasurer 
Referred  to:  Reference  Committee  I 

Introduction: 

At  the  time  of  the  Penn  Square  Bank  failure  (July 
5,  1982),  the  association  had  on  deposit,  in  several 
accounts  and  in  Certificates  of  Deposit,  $688,302.12. 
Through  negotiation  with  the  FDIC  $256,384.11  was 
withdrawn,  leaving  a balance  of  $431,918.01.  On 
March  24,  1984  the  FDIC  paid  the  association 
$73,787.72.  The  bank  still  owes  OSMA  $358,130.29. 

We  have  been  advised  by  the  FDIC  that  another 
disbursement  will  be  made  this  spring  (no  date  has 
been  set.) 

For  accounting  purposes,  one-half  of  the  balance 
has  been  written  off  the  association  books,  and  the 
1984  budget  does  not  anticipate  recovery. 

This  is  an  informational  report. 


Oklahoma 

State  Medical  Association 
BOARD  OF  TRUSTEES 

Report  B 

Subject:  Lloyd’s  of  London  and  other  Insurers 
Presented  by:  Raymond  L.  Comelison,  Jr.,  MD 
Secretary-Treasurer 
Referred  to:  Reference  Committee  I 

General: 

In  1976  the  OSMA  House  of  Delegates  approved 
for  calendar  year  1977  an  excess  limits  liability  insur- 
ance plan  with  Lloyd’s  of  London.  The  plan  provided 
$900,000  of  coverage  over  the  $100,000  policy  issued 
by  INA.  The  arrangements  required  a total  deposit 
of  $2.1  million,  of  which  $1,290,000  was  immediately 
ceded  to  the  insurers.  The  balance  was  held  on  deposit 
in  Oklahoma,  against  which  letters  of  credit  were 
issued  to  protect  the  insurers  against  unanticipated 
losses.  Any  portion  of  the  $810,000  not  used  to  pay 
claims  was  to  be  returned  to  OSMA. 
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The  contract  between  the  insurers  and  the  associ- 
ation expired  in  January,  1984,  and  we  have  been 
negotiating  for  the  return  of  the  deposits  for  several 
months.  There  are  still  potential  claims  against  the 
insurers,  although  they  appear  to  be  relatively 
insignificant.  One  condition  required  by  the  insurers 
for  release  of  the  money  is  that  OSMA  find  an  accept- 
able re-insuror  for  the  potential  risk.  The  Board  of 
Trustees  has  previously  instructed  us  to  discuss  with 
PLICO  the  possibility  of  assuming  the  burden  of  ac- 
quiring the  re-insurance.  In  appears  that  an  accept- 
able contract  permitting  full  release  of  the  money 
will  be  accomplished  soon. 

Assuming  the  full  amount  due  OSMA  is  returned 
(which  includes  accumulated  interest),  the  associa- 
tion will  receive  approximately  $1,400,000.  A special 
committee  was  appointed  by  Dr  Kamp  to  review  the 
history  of  the  Fund  and  to  recommend  an  appropriate 
distribution  of  the  monies  to  the  Board  of  Trustees. 

The  committee  has  met  and  discussed  in  great  de- 
tail the  possible  uses  for  the  money,  and  it  has  consi- 
dered: 

1)  the  ownership  of  the  Fund; 

2)  the  long-range  needs  of  OSMA; 

3)  the  re-insurance  obligations  of  PLICO; 

4)  the  best  way  to  provide  benefits  to  OSMA  mem- 
bers 

5)  special  OSMA  projects  and  obligations  for 
members,  residents,  and  students; 

6)  other  considerations 

At  the  time  the  Fund  was  created,  the  OSMA-spon- 
sored  program  was  only  available  to  members  of  the 
association;  therefore,  the  association  membership 
is  the  legitimate  owner  of  the  Fund.  Mr  Roy  Lytle, 
General  Counsel  for  OSMA  at  the  time  the  insuring 
arrangement  was  made,  recommended  that  in  the 
event  a recovery  was  made  that  the  funds  not  be 
returned  directly  to  OSMA  members  because  of  po- 
tential IRS  complications.  Thus,  it  appears  that  the 
best  way  to  reward  members  of  the  association  is 
either  through  additional  OSMA  benefits  or  insur- 
ance benefits. 

Because  of  the  failure  of  Penn  Square  Bank,  the 
association  has  not  received  interest  income  from  its 
surplus.  Operating  income  was  reduced  by  approxi- 
mately $35,000  in  1983  because  of  the  restricted 
surplus.  In  addition,  the  board  has  authorized  special 
expenditures  during  1983  which,  along  with  neces- 
sary unanticipated  expenditures,  has  resulted  in  the 
first  operating  net  loss  for  the  association  since  1978. 
A restoration  of  the  surplus  would  result  in  addi- 
tional income  and  could  negate  the  necessity  of  rais- 
ing association  dues. 

Based  upon  reported  claims,  established  reserves, 
and  time  elapsed,  there  is  not  a substantial  risk  to 
PLICO  for  assuming  the  incurred  but  not  reported 
claims  that  might  result  from  the  Lloyd’s  of  London 
insuring  arrangement;  however,  actuarially,  PLICO 
would  be  entitled  to  some  premium  for  assuming  that 
risk.  In  addition,  because  of  the  decision  by  OSMA 
and  PLICO  to  offer  health  and  accident  insurance, 
the  premium  of  PLICO  is  considerably  higher  than 
estimated  at  the  time  the  company  was  formed.  Insur- 
ance companies  are  evaluated  (in  addition  to  other 
criteria)  on  the  basis  of  premium-to-surplus  ratio  — 
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3 to  1 is  an  acceptable  industry  standard.  With  net 
premium  income  in  excess  of  $15  million  and  capital 
and  surplus  of  $3.5  million,  PLICO  is  under- 
capitalized. 

In  1977  the  association  established  an  Endowment 
Fund  for  Medical  Education,  and  in  1982  we  agreed 
to  dedicate  that  fund  to  endow  a Chair  in  Diabetes 
at  OUHSC.  For  investment  purposes,  the  money  was 
comingled  with  the  association’s  operating  accounts, 
which  for  the  most  part  were  invested  in  CDs  at  Penn 
Square  Bank.  When  the  bank  failed,  the  FDIC  re- 
leased the  endowment  fund  as  a separate  account, 
but  a new  account  has  only  recently  been  established 
and  has  not  been  fully  funded. 

The  Board  of  Trustees  and  the  House  of  Delegates 
have  approved  in  recent  years  special  projects  that 
will  and  could  require  substantial  financial  commit- 
ments. The  decision  to  buy  a computer  capable  of 
accommodating  OFPR’s  processing  needs  will  re- 
quire a considerable  initial  outlay  (which  will  be  re- 
covered in  two  years),  and  the  creation  of  a student 
loan  program  and  an  impaired  physician  program 
could  cause  cash  demands  of  large  proportions. 

Recent  changes  in  reimbursement  procedures  for 
medical  care  and  the  potential  for  even  more  drama- 
tic changes  in  the  future  have  resulted  in  an  unpre- 


cedented demand  on  the  association  for  services  not 
heretofore  rendered.  Responding  to  this  membership 
need  may  lead  to  unusual  expenditures  not  antici- 
pated. 

Recommendation: 

For  all  the  cited  reasons  and  others,  the  committee 
recommends  that,  should  the  Lloyd’s  of  London  fund 
be  fully  recovered,  that  it  be  distributed  as  follows: 

1 ) $400,000  plus  to  restore  the  OSM A surplus  and 
the  Endowment  Fund,  and  to  be  used  to  pay 
for  the  implementation  of  the  Management 
Study  recommendations; 

2)  $500,000  be  contributed  to  PLICO  for  assum- 
ing the  Lloyd’s  of  London  risk  and  to  bolster 
PLICO’s  capital; 

3)  $500,000  be  deposited  to  an  OSMA  Endow- 
ment, the  interest  of  which  will  be  used  to  fund 
special  OSMA  projects  and  against  which  will 
be  issued  a letter  of  credit  to  PLICO. 

Respectfully  submitted, 
Raymond  L.  Comelison,  Jr.,  MD 
Secretary-Treasurer 


Lytle,  Soule,  Curlee,  Harrington,  Chandler  & Van  Dyke 
Attorneys  and  Counselors 
2210  First  National  Center 
Oklahoma  City,  Oklahoma  73102 

April  4,  1984 

Mr  David  Bickham 

The  Oklahoma  State  Medical  Association 
601  Northwest  Expressway 
Oklahoma  City,  Oklahoma  73118 

Dear  Mr  Bickham: 

You  have  requested  our  advice  as  to  possible  income  tax  aspects 
of  the  anticipated  return  to  OSMA  of  funds  heretofore  transferred 
to  provide  protection  to  Lloyd’s  of  London  against  unanticipated 
losses  from  professional  liability  excess  insurance  issued  to  members 
of  the  Association. 

We  understand  that  several  years  ago  the  members  of  the  Associ- 
ation determined  that  additional  professional  liability  insurance 
coverage  should  be  obtained  beyond  the  $100,000.00  of  coverage  then 
provided  by  INA.  It  was  found  that  Lloyd’s  of  London  would  provide 
the  desired  excess  coverage  to  $1,000,000.00,  conditioned  upon  the 
members  of  the  Association  raising  $2,100,000.00  to  protect  Lloyd’s 
against  unanticipated  losses.  That  plan  was  implemented  and  the 
required  amount  was  obtained.  It  was  understood  that  if  and  when 
Lloyd’s  ceased  to  have  liability  a certain  portion  of  the  deposit,  if 
not  used  by  Lloyd’s,  would  be  returned  to  the  Association. 

It  has  now  developed  that  Lloyd’s  is  no  longer  on  the  coverage  and 
there  is  an  amount  not  used  by  Lloyd’s  to  be  returned  to  the  Associ- 
ation. You  have  inquired  as  to  whether  the  amount  to  be  received 
from  Lloyd’s  would  constitute  unrelated  business  taxable  income, 
within  Sections  512  and  513  of  the  Internal  Revenue  Code.  It  is  our 
opinion  that  these  funds  will  not  become  unrelated  business  taxable 
income,  for  the  reasons  set  out  below. 

Section  512  defines  “unrelated  business  taxable  income”  as  being 
“the  gross  income  derived  by  any  organization  from  any  unrelated 
trade  or  business  (as  defined  in  Section  513)  regularly  carried  on  by 
it  . . 


Section  513  defines  “unrelated  trade  or  business”  as  being  “any 
trade  or  business  the  conduct  of  which  is  not  substantially  related 
. . to  the  exercise  or  performance  by  such  organization  of  its  charit- 
able, educational,  or  other  purposes." 

Several  court  decisions  have  dealt  with  situations  in  which  an 
association  had  a continuing  relationship  with  one  or  more  insur- 
ance underwriters  which  provided  the  association  with  a designated 
percentage  of  premiums  received  by  the  underwriter  from  members 
of  the  association.  In  these  cases  it  was  determined  that  the  insur- 
ance activities  of  the  association  constituted  a “trade  or  business” 
under  Section  513,  that  it  was  “regularly  carried  on,”  and  that  the 
income  was  taxable  to  the  association  because  the  insurance  ac- 
tivities were  not  substantially  related  to  the  exempt  function  of  the 
association.  These  cases  include  Professional  Insurance  Agents  of 

Michigan  v.  Commissioner,  F.  2d , 84-1  U.S.T.C.  9177  (6 

Cir.,  1984);  Louisiana  Credit  Union  League  v.  United  States,  693  F. 
2d  525  (5  Cir.,  1982);  and  Carolinas  Farm  & Power  Equipment  Deal- 
ers Association  v.  United  States,  699  E 2d  167  (4  Cir.,  1983). 

In  the  Michigan  case  it  was  emphasized  that  the  motive  of  the 
association  was  to  obtain  revenue  for  the  association.  The  court 
concluded  that  “Since  PIA’s  insurance  premium  benefits  are  basi- 
cally a fund  raising  activity,  it  is  by  definition  unrelated  business 
activity  under  Section  513(a).  It  is  not  the  sort  of  unique  activity 
that  satisfies  the  substantial  relationship  test  . . .”  The  Louisiana 
case  emphasized  that  “the  existence  of  a profit  motive  is  the  most 
important  criterion  for  the  finding  that  a given  course  of  activity 
constitutes  a trade  or  business.”  It  found  that  the  business  was 
“regularly  carried  on”  and  “not  the  sort  of  unique  activity  that 
satisfies  the  substantial  relationship  test.”  In  the  Carolinas  case 
the  court  noted  that  the  premium  rebates  amounted  to  about  half 
the  income  of  the  association  and  concluded  that  “the  Association 
carried  on  its  insurance  activities  to  earn  a profit.”  The  court  stated 
“We  follow  the  Fifth  Circuit  and  the  Tax  Court,  because  we  think 
that  there  is  no  better  objective  measure  of  an  organization’s  motive 
for  conducting  an  activity  than  the  end  it  achieves.”  It  held  that  the 
insurance  activities  of  the  association  were  not  substantially  related 
to  the  charitable  purpose. 

Significant  distinctions  exist  between  the  facts  of  your  case  and 
the  facts  described  in  the  cited  cases,  and  in  our  view  these  are 
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Proceedings  (continued) 

sufficient  to  distinguish  your  case  from  the  cited  cases  and  produce 
an  opposite  result. 

The  most  obvious  distinction  is  that  your  case  is  not  one  in  which 
there  was  a continuing  income  from  insurance  “regularly  carried 
on"  (in  the  language  of  Section  512).  To  the  contrary,  in  your  case 
we  are  dealing  with  a one-time  event. 

Secondly,  the  “profit  motive”  factor  is  not  present  in  your  case.  In 
the  three  cited  court  cases  it  was  an  intended  purpose  of  the  associ- 
ation to  generate  income  on  a continuing  basis  from  the  rebates  of 
insurance  premiums.  To  the  contrary,  in  your  case  the  motive  in 
establishing  the  arrangement  was  to  obtain  insurance  protection 
for  members  that  was  not  otherwise  available  to  them.  In  no  sense 
at  all  can  it  be  said  that  there  was  a profit  motive  in  the  receipt  by 
the  Association  of  this  money.  The  essence  of  this  distinction  is  noted 


at  the  end  of  the  Carolinas  court  decision  where  the  court  states 
“Where  a service  is  available  in  the  marketplace,  a trade  association 
need  not  provide  it  to  accomplish  an  exempt  purpose.”  The  point  of 
this  statement  was  that  the  association  was  voluntarily  in  the  insur- 
ance business  although  the  members  could  have  purchased,  without 
association  involvement,  all  of  the  insurance  they  needed  or  desired. 
To  the  contrary,  your  members  could  not  do  so,  and  the  Association 
was  in  truth  acting  to  accomplish  a beneficial  purpose  for  the  mem- 
bers when  the  arrangements  were  establised  with  law. 

Under  these  circumstances  we  believe  that  the  three  cited  cases 
are  inapplicable  and  that  the  funds  in  question  will  not  constitute 
taxable  income  to  the  Association. 

Sincerely  yours, 
Edward  E.  Soule 


Report  of  the 
SECRETARY-TREASURER 

Reference  Committee  I 

Subject:  Annual  Report 

Presented  by:  Raymond  L.  Comelison,  Jr.,  MD 
Secretary-Treasurer 
Referred  to:  Reference  Committee  I 

Introduction: 

The  financial  information  in  your  handbook  in- 
cludes: 

A.  The  Price  Waterhouse  year-end  Audit  (Jan  1- 
Dec  31,  1983); 

B.  The  Budget  and  Audit  Committee’s  Review  of 
the  Auditor’s  Report; 

C.  Balance  Sheets  and  Income  and  Expense  State- 
ments for  the  First  Quarter  of  1984; 

D.  A Proposed  Budget  for  1984; 

E.  Report  A of  the  Board  of  Trustees,  which  is  an 
update  on  the  Penn  Square  Bank  liquidation; 

F.  Report  B of  the  Board  of  Trustees  that  details 
distribution  of  certain  deposits  recovered  from 
Lloyd’s  of  London  and  other  insurors. 

Annual  Audit: 

The  Annual  Audit  of  our  accountants,  Price 
Waterhouse,  lists  assets  of  $4.6  million,  down  from 
$5.1  million  in  1982.  The  decrease  reflects  a re- 
ported loss  in  PLICO  of  $481,873  and  an  excess  of 
expenditures  in  the  OSMA  General  Operations 
Budget.  However,  it  should  be  noted  that  current 
assets  of  the  association  are  almost  $100,000 
greater  at  the  close  of  business  in  1983  than  in 
1982.  Liabilities  and  fund  balances  are  essentially 
the  same  as  in  1982.  Current  liabilities  are 
slightly  higher  than  last  year  because  of  an  in- 
crease in  deferred  income,  which  reflects  an  in- 
crease in  membership  and  will  be  pro-rated 
throughout  the  year.  Fund  balances  are  down 
slightly,  reflecting  the  deficit  spending  of  1983. 

The  liquidity  of  the  association  can  be  estimated 
as  follows: 
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Current  Assets  $840,789 

Current  Liabilities  $923,041 
Less  Deferred  Income  658,660 
Actual  Current  Liabilities  264,381 

Funds  Available  for  Operations  $576,408 

Compared  to  1982  the  association  is  in  a better 
cash  position  in  1983  by  more  than  $50,000. 

Revenue  and  Expense: 

The  revenue  and  expense  sections  of  the  report 
show  a decrease  in  income  and  an  increase  in  ex- 
penses, resulting  in  a net  loss  of  $68,815.  (Total  defi- 
ciency $550,693  minus  481,878  PLICO  equals 
$68,815.)  $41,095  of  the  OSMA  loss  is  amortization 
of  the  organizational  expense  of  PLICO  and  depre- 
ciation, neither  of  which  is  a real  monetary  loss. 
Thus,  the  actual  excess  of  expenditures  over  income 
in  the  association’s  operations  is  $27,720. 

In  1983  the  association  had  a normal  increase  in 
every  revenue  producing  category  (There  is  a minor 
audit  error  in  lease  income.)  except  in  interest  and 
commissions.  Because  of  the  Penn  Square  Bank  fail- 
ure and  nationwide  deflation  in  interest  rates,  the 
1983  interest  income  was  almost  $40,000  less  than 
in  1982.  In  addition,  the  Board  of  Trustees  approved 
unbudgeted  expenditures  of  over  $30,000,  the  combi- 
nation of  which  more  than  accounts  for  the  real  de- 
ficit. 

General  Membership  Expense: 

The  cost  of  the  association’s  operations  was  up 
slightly  in  1983  and  reflects  normal  increases  in 
salaries  approved  by  the  Board  of  Trustees,  expanded 
operations  including  the  cost  of  two  new  delegates 
to  the  AMA,  and  special  projects  approved  by  the 
board  and  the  House  of  Delegates.  These  special  pro- 
jects include  our  management  study,  the  Medicare 
Demonstration  Project,  representation  at  the  AMA 
Health  Policy  Agenda  meetings,  special  medical  stu- 
dent activities,  and  the  cost  of  testing  the  AMA/GTE 
communications  program  (see  Council  on  Member 
Services  Report).  Some  of  these  items  are  nonrecur- 
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ring,  but  others  will  have  to  be  accommodated  in  the 
1984  and  subsequent  budgets. 

The  rest  of  the  audit  describes  in  more  detail  the 
various  operations  of  the  association,  which  are 
adequately  explained  in  the  accountants’  notes. 

Budget  and  Audit  Committee  Report: 

This  committee  reviews  the  accountants’  report  to 
determine  if  it  is  consistent  with  association  policy 
and  conforms  to  accounting  principles  acceptable  to 
the  membership. 

Quarterly  Report: 

(The  First  Quarter  Financials  will  be  presented  at 
the  annual  meeting.) 

1984  Budget: 

The  1984  Budget  is  based  on  a realistic  and  histor- 
ical projection  of  revenues  and  expenses.  It  is  con- 
structed differently  than  the  audit  in  that  it  records 
gross  income  and  gross  expense  before  auditing  ad- 
justments and  refinements.  Income  is  expected  to  be 
approximately  one  million  dollars,  and  expenses  are 
projected  to  be  about  $930,000,  leaving  the  associa- 
tion an  excess  of  income  over  expenses  in  1984  of 
$30,000  to  $40,000.  It  should  be  noted,  however,  that 
there  are  a number  of  variables,  any  of  which  could 
distort  the  Budget  considerably: 

1)  Interest  income  is  predicated  on  the  recovery 
of  funds  from  Lloyd’s  of  London  and  other  in- 
surers and  on  decisions  made  by  the  Board  of 
Trustees.  Should  these  predictions  be  altered 
by  decisions  of  the  House  of  Delegates,  interest 
income  could  be  altered; 

2)  Lease  income  is  based  on  existing  contracts 
with  OFPR,  the  Oklahoma  Hospital  Associa- 
tion, and  the  Oklahoma  County  Medical  Soci- 
ety. Should  those  contracts  be  altered  or  can- 
celed, budgeted  income  from  these  sources 
might  be  jeopardized; 

3)  OSMA  has  a contract  with  OFPR  for  computer 
services  based  on  an  assumption  that  the 
foundation  willl  be  awarded  a contract  from 
the  Health  Care  Financing  Administration  to 
be  the  Professional  Review  Organization  for 
Oklahoma.  Should  the  foundation  not  receive 
the  contract,  the  association  will  have  a sub- 
stantial liability  with  no  income. 

The  Budget  presented  does  not  reflect  the  positives 
or  negatives  of  these  possibilities,  except  for  the  in- 
terest income  from  the  Lloyd’s  of  London  refund, 
which  has  been  released  by  all  principals  concerned. 

The  Budget  has  been  reviewed  by  the  Secretary- 
Treasurer,  the  Board  of  Trustees,  and  the  Council  on 
Long-Range  Planning  and  Development.  It  accu- 
rately projects  income  and  expenses  as  can  be  deter- 
mined at  this  time. 
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Report  A of  the  Board  of  Trustees: 

The  association  has  claims  against  Penn  Square 
Bank  totaling  $358,130.29.  Report  A of  the  Board  of 
Trustees  is  a status  report  on  the  liquidation  of  the 
bank’s  assets.  The  Budget  presented  to  the  Delegates 
does  not  anticipate  a recovery,  although  one  is  anti- 
cipated. 

Report  B of  the  Board  of  Trustees: 

In  1976  the  House  of  Delegates  approved  an  excess 
limits  liability  insurance  arrangement  with  Lloyd’s 
of  London  and  other  insurers,  which  required  sub- 
stantial security  deposits  in  Oklahoma  banks  that 
could  be  refunded  to  OSMA  if  losses  were  less  than 
projected.  Report  B details  the  substance  of  that 
agreement  and  the  distribution  of  the  deposits.  The 
Budget  assumes  the  House  of  Delegates  will  sustain 
the  Board  of  Trustees’  decision. 

Summary  and  Conclusions: 

The  reports  submitted  are  as  accurate  as  can  be 
determined  at  this  time.  They  represent  the  opera- 
tions of  the  association  and  its  projected  activities 
as  planned  by  its  various  councils,  committees,  and 
governing  bodies.  The  association  is  in  good  financial 
condition  and  can  maintain  the  programs  outlined 
in  the  reports  to  the  House  of  Delegates  barring  un- 
foreseen events  and  unanticipated  expenditures. 
Based  on  these  reports,  the  Secretary-Treasurer  rec- 
ommends no  changes  in  dues  for  1985.  We  should 
also  add  that  there  has  been  no  OSMA  dues  increase 
since  1982. 

Respectfully  submitted, 
Raymond  L.  Comelison,  Jr.,  MD 
Secretary-Treasurer 
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MEMBERSHIP  REPORT 
MAY  7,  1984 


Regular  Membership 

1983 

2,954 

1984 

3,073 

Junior  Members 

(Residents  & Students) 

327 

378 

Life  Members 

281 

300 

Affiliate  Members 

16 

6 

Hardship  Members 

4 

4 

Total  Members 

3,682 

3,761 

Pending  Members 

187 

250 

Non-Members 

3,869 

527 

4,011 

483 
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Oklahoma  State  Medical  Association 
FINANCIAL  STATEMENTS 
DECEMBER  31,  1983  and  1982 

Colcord  Building 
15  North  Robinson 
Oklahoma  City,  Oklahoma  73102 
405  272-9251 

February  3,  1984 

House  of  Delegates 

Oklahoma  State  Medical  Association 

Oklahoma  City,  Oklahoma 

We  have  examined  the  balance  sheets  of  Oklahoma  State  Medical 
Association  as  of  December  31,  1983  and  1982  and  the  related  state- 
ments of  revenues  and  expenses,  changes  in  unappropriated  fund 
balances  and  changes  in  financial  position  for  the  years  then  ended. 
Our  examinations  were  made  in  accordance  with  generally  accepted 
auditing  standards  and,  accordingly,  included  such  tests  of  the  ac- 
counting records  and  such  other  auditing  procedures  as  we  consi- 
dered necessary  in  the  circumstances.  We  did  not  examine  the  finan- 
cial statements  of  Physicians  Liability  Insurance  Company,  a wholly 
owned  subsidiary,  which  statements  reflect  total  assets  and  net  (loss) 
constituting  68  percent  and  88  percent  in  1983  and  71  percent  and 


12  percent  in  1982,  respectively,  of  the  totals.  These  statements  were 
examined  by  other  independent  auditors  whose  report  dated  March 
6,  1984  expressed  an  unqualified  opinion  on  those  statements,  and 
our  opinion  expressed  herein,  insofar  as  it  relates  to  the  amounts 
included  for  Physicians  Liability  Insurance  Company,  is  based  solely 
upon  the  report  of  the  other  auditors. 

Oklahoma  State  Medical  Association  does  not  provide  for  deprecia- 
tion on  buildings  as  is  required  by  generally  accepted  accounting 
principles. 

In  our  opinion,  based  upon  our  examinations  and  the  report  of 
other  auditors,  except  as  noted  in  the  preceding  paragraph,  the 
financial  statements  referred  to  above  present  fairly  the  financial 
position  of  Oklahoma  State  Medical  Association  as  of  December  31, 
1983  and  1982,  the  results  of  its  operations  and  the  changes  in  its 
financial  position  for  the  years  then  ended  in  conformity  with  gen- 
erally accepted  accounting  principles  applied  on  a consistent  basis. 

Our  examinations  were  made  for  the  purpose  of  forming  an 
opinion  on  the  basic  financial  statements  taken  as  a whole.  The 
supplemental  schedules  are  presented  for  purposes  of  additional 
analysis  and  are  not  a required  part  of  the  basic  financial  statements. 
Such  information  has  been  subject  to  the  auditing  procedures  applied 
in  the  examinations  of  the  basic  financial  statements  and,  in  our 
opinion,  is  fairly  stated  in  all  material  respects  in  relation  to  the 
basic  financial  statements  taken  as  a whole. 

Price  Waterhouse 


Oklahoma  State  Medical  Association 
BALANCE  SHEET 

Assets  December  31,  Liabilities  and  Fund  Balances 

December  31, 


1983 

1982 

1983 

1982 

Current  Assets 

Cash 

$ 8,195 

24,197 

Current  Liabilities 

Savings  accounts  and 

Current  portion  of  long-term  debt 

certificates  of  deposit 

217,981 

94,241 

— Note  4 

$ 10,292 

15,643 

Accounts  receivable 

609,896 

633,133 

Accounts  payable  — Note  3 

254,639 

209,047 

Prepaid  expenses 

4,717 

6,218 

Loans  and  scholarships  payable 

100 

200 

Accrued  liabilities  — 

Total  Current  Assets 

840,789 

757,789 

Retirement  plan  — N ote  5 

(650) 

13,200 

Deferred  income  — Note  6 

658,660 

617,935 

Property  and  Equipment  — 

Partially  pledged  to  secure  long-term 

Total  Current  Liabilities 

923,041 

856,025 

debt  — Note  4 — 

Land 

7,808 

7,808 

Long-Term  Debt — Note  4 

Building 

379,515 

379,515 

Notes  payable  — Secured  by  partial 

Pavement 

2,451 

2,451 

pledge  of  property  and  equipment 

144,418 

158,755 

Furniture,  fixtures  and  equipment 

156,442 

135,345 

Less:  Current  portion 

Equipment  under  capital  lease 

25,650 

25,650 

included  above 

10,292 

15,643 

571,866 

550,769 

134,126 

143,112 

Less:  Accumulated  depreciation 

114,000 

97,285 

Commitments  and  Related  Party 

457,866 

453,484 

Transactions  — Notes  7 and  8 

— 

— 

Investment  in  Subsidiary  — 

Fund  Balances 

Note  1 1 

3,105,224 

3,587,102 

Appropriated  for  public 

education 

35,619 

35,619 

Other  Assets 

Appropriated  for  building 

Due  from  Federal  Deposit  Insurance 

maintenance 

30,217 

30,217 

Corporation  — 

Unappropriated 

3,449,134 

3,999,827 

Net  of  allowance  of$211,401  — 

Note  2 

137,614 

211,402 

3,514,970 

4,065,663 

Loan  acquisition  costs  — Net 

of  amortization 

4,721 

5,160 

Total 

$4,572,137 

5,064,800 

Organization  expense  — Subsidiary 

— Net  of  amortization 

23,940 

47,880 

Deposits 

1,983 

1,983 

168,258 

266,425 

The  accompanying  accountants’  report  and  notes  are  an  integral  part  of  these 

Total 

$4,572,137 

5,064,800 

financial  statements. 
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Oklahoma  State  Medical  Association 
Notes  To  Financial  Statements 

(1)  Significant  Accounting  Policies  — 

The  following  is  a summary  of  certain  significant  accounting 
policies  followed  in  the  preparation  of  these  financial  statements. 
Except  for  the  omission  of  depreciation  on  the  building,  these 
policies  conform  to  generally  accepted  accounting  principles: 

Property  and  equipment 

Property  and  equipment,  including  the  capitalized  lease,  is 
recorded  at  cost.  Depreciation  of  the  property,  except  the  build- 
ing, is  computed  using  the  straight-line  method  over  estimated 
useful  lives  ranging  from  3 to  10  years. 

Capital  lease  — 

The  capital  lease  is  accounted  for  under  the  Statement  of 
Financial  Accounting  Standards  No.  13,  Accounting  For  Leases. 
Under  this  method  of  accounting  for  capital  leases,  the  asset  is 
amortized  on  a straight-line  basis  over  the  useful  life  of  the  asset 
(ten  years)  and  the  obligation,  including  interest  thereon,  is 
liquidated  over  the  life  of  the  lease. 


Oklahoma  State  Medical  Association 
Statement  of  Revenues  and  Expenses 


Year  ended  December  31, 


From  Operations 

1983 

1982 

Revenue 

$ 681,798 

701,877 

Expenses 

617,482 

547,319 

Excess  of  Revenue  Over 

Expenses  From  Operations 

64,316 

154,558 

Journal 

Revenue 

89,432 

90,717 

Expenses 

137,814 

140,921 

Excess  of  Expenses  Over 

Revenue  from  Journal 

(48,382) 

(50,204) 

Annual  Meeting 

Revenue 

31,556 

6,923 

Expenses 

105,904 

65,793 

Excess  of  Expenses  Over  Revenue 

From  Annual  Meeting 

Excess  (Deficiency  1 of  Revenues 
Over  Expenses  Before  Other 
Revenue  (Expenses)  and 

(74,348) 

(58,870) 

Extraordinary  Item 

(58,414) 

45,484 

Other  Revenue  (Expenses) 

Special  assessment 

Income  (Loss)  from  investment  in 

13,539 

1,231,878 

subsidiary  — Note  1 1 
Amortization  of  organization 

(481,878) 

138,270 

expense  — Subsidiary 

(23,940) 

(23,940) 

Excess  ( Deficiency)  of  Revenues 
Over  Expenses  Before 

(492,279) 

1,346,208 

Extraordinary  Item 

(550,693) 

1,391,692 

Extraordinary  Item  — Note  2 

— 

(211,401) 

Excess  (Deficiency)  of  Revenues 

Over  Expenses 

$ (550,693) 

1,180,291 

The  accompanying  accountants’  report  and  notes  are  an  integral  part  of  these 
financial  statements. 


Deferred  income  — 

All  income  is  prorated  over  the  period  to  which  it  applies. 
Investment  in  subsidiary  — 

Investment  in  Physicians  Liability  Insurance  Company  (a 
wholly-owned  subsidiary)  is  accounted  for  by  the  equity  method. 
Under  this  method  the  Association’s  equity  in  the  net  earnings 
or  losses  of  the  subsidiary  is  included  currently  on  the  Associa- 
tion’s statement  of  revenues  and  expenses.  Any  dividends  re- 
ceived from  the  subsidiary  will  be  reflected  as  a reduction  of  the 
investment.  The  carrying  value  of  the  investment  approximates 
the  underlying  equity  of  the  subsidiary. 

Loan  acquisition  costs  — 

Loan  acquisition  costs  are  amortized  on  a straight-line  basis 
over  the  life  of  the  loan. 

Organization  expense  — Subsidiary  — 

Organization  expense  is  amortized  on  a straight-line  basis 
over  a five-year  period. 

Organization  — 

The  Association  was  organized  as  a nonprofit  organization 
and,  as  such,  is  exempt  from  income  taxes  under  Section  501(c)(6) 
of  the  Internal  Revenue  Code. 

(2)  Due  From  Federal  Deposit  Insurance  Corporation  — 

The  Association  had  cash  on  deposit  and  certificates  of  deposit 
totaling  $679,187  in  Penn  Square  Bank  of  Oklahoma  City,  Okla- 
homa in  July,  1982  when  the  Bank  was  closed  by  the  Federal 
Deposit  Insurance  Corporation  (FDIC).  Of  this  amount,  $243,071 
was  determined  by  the  FDIC  to  be  covered  by  its  insurance  and 
has  been  recovered  by  the  Association.  The  remainder,  however, 
is  being  reflected  as  a receivable  from  the  FDIC  and  will  be 
repaid  only  as  the  ultimate  liquidation  of  the  Bank’s  assets  per- 
mit and  only  in  the  amounts  available  to  other  unsecured  cred- 
itors on  a pro  rata  basis.  For  financial  purposes,  this  receivable 
was  originally  valued  at  approximately  50  percent  of  its  face 
value. 

(3)  Accounts  Payable  — 

The  following  is  a summary  of  the  accounts  payable: 


Trade 

$ 

1983 

37,992 

1982 

36,845 

Dues 

67,733 

46,725 

Leebron  Memorial  Fund 

6,459 

6,440 

Medical  education  endowment 

130,955 

105,955 

Other 

11,500 

13,082 

Total 

$ 

254,639 

209,047 

Oklahoma  State  Medical  Association 
Statement  of  Changes  In  Unappropriated  Fund  Balance 

Year  ended  December  31, 


Beginning  of  period 

1983 

$3,999,827 

1982 

2,819,536 

Excess  ( Deficiency)  of  revenues 
over  expenses 

(550,693) 

1,180,291 

End  of  period 

$3,449,134 

3,999,827 

The  accompanying  accountants’  report  and  notes  are  an  integral  part  of  this 
statement. 
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Proceedings  (continued) . 


(4)  Long-Term  Debt  — 

The  following  is  a summary  of  long-term  debt: 


1983  1982 

Long-  Long- 

Current  Term  Current  Term 
Portion  Portion  Portion  Portion 


Installment  note  pay- 
ble  to  a company 
— Secured  by  equip- 
ment—Payable  in  60 
monthly  payments 
of  $489  including  in- 
terest at  11  percent 
— Commencing  Jan- 
uary, 1979 

Installment  note  payable 
to  a company — Secured 
by  real  estate — Payable 
in  180  monthly  pay- 
ments of  $ 1 ,448  and 
one  payment  of  $69,548 
at  the  end  of  note  in- 
cluding interest  at  10 
percent — Commencing 
November,  1979 

Capitalized  lease  — Se- 
cured by  certain  equip- 
ment — Payable  in  60 
monthly  payments  of 
$582  including  interest 


5,536  — 


3,792  133,883 


3,431  137,401 


6,500 


243  6,676  5,711 


$ 10,292  134,126  15,643  143,112 


Amounts  due  on  long-term  debt  in  future  years  as  of  December 
31,  1983  are  as  follows: 


1985 

1986 

1987 

1988 

1989-1993 
1984  (Term) 


$ 4,431 

4,627 
5,111 
5,647 
38,609 
75,701 

$134,126 


(5)  Retirement  Plan  — 

The  Association  has  a defined  benefit  pension  plan  which 
covers  employees  who  are  twenty-four  and  one-half  years  of  age 
or  older  and  have  at  least  six  months  of  service.  The  plan  has  a 
fiscal  year  of  June  1 to  May  31.  The  total  pension  expense  for 
1983  and  1982  is  $25,783  and  $21,524,  respectively.  The  amount 
of  accrued  pension  expense  for  the  year  is  funded  by  the  Associ- 
ation in  annual  contributions  to  the  pension  plan.  The  actuarial 
present  value  of  the  accumulated  benefits  to  participants  of  the 
plan  and  the  net  assets  available  for  those  benefits  as  of  the 
beginning  of  the  plan  years  1983  and  1982  is  as  follows: 


Actuarial  present  value  of  the 
accumulated  plan  benefits*  — 
Vested 
Nonvested 

Total 

Net  assets  available  for  benefits 


1983 

$ - 
12,231 
115 

$12,346 

$87,657 


1982 


81,020 


*The  actuarial  present  values  for  1982  were  not  calculated  by 
the  Association’s  actuary. 

In  determining  the  actuarial  present  value  of  the  accumulated 
plan  benefits,  an  assumed  weighted  average  rate  of  6 percent 
was  used. 

(6)  Deferred  Income  — 

The  following  is  a summary  of  deferred  income: 


Oklahoma  State  Medical  Association 
Statement  of  Changes  In  Financial  Position 


Year  ended  December  31, 


Working  Capital  Provided 

From  operations  — 

Excess  (Deficiency)  of  revenues 
over  expenses  before 

1983 

1982 

extraordinary  item 
Expenses  (Income)  not  affecting 
working  capital  during  the 
current  period  — 

Equity  in  loss  (income)  of 

$ (550,693) 

1,391,692 

subsidiary 

481,878 

(138,270) 

Depreciation  and  amortization 

41,095 

41,980 

Total  from  Operations 

(27,720) 

1,295,402 

Decrease  in  due  from  Federal 

Deposit  Insurance  Corporation 

73,788 

— 

Total  Working  Capital 

Provided 

46,068 

1,295,402 

Working  Capital  Used 

Purchase  of  property  and  equipment 

21,098 

9,299 

Investment  in  subsidiary 
Reclassification  of  amounts  due  from 

— 

1,350,000 

Penn  Square  Bank 

— 

422,803 

Decrease  in  long-term  debt 

8,986 

15,726 

Total  Working  Capital  Used 

30,084 

1,797,828 

Increase  (Decrease)  in 

Working  Capital 

$ 15,984 

(502,426) 

Changes  In  Components  of  Working  Capital 

Increase  (Decrease)  in  current  assets 

Cash 

Savings  accounts  and  certificates 

$ (16,002) 

4,694 

of  deposit 

123,740 

(1,034,559) 

Accounts  receivable 

(23,237) 

(611,446) 

Accrued  interest  receivable 

— 

(10,048) 

Prepaid  expenses 

(1,501) 

(604) 

(Increase)  Decrease  in  current 
liabilities  — 

83,000 

(1,651,963) 

Current  portion  of  long-term  debt 

5,351 

(3,075) 

Accounts  payable 

(45,592) 

(58,630) 

Loans  and  scholarships  payable 

100 

100 

Accrued  liabilities 

13,850 

2,583 

Deferred  income 

(40,725) 

1,208,559 

Increase  (Decrease)  in 

(67,016) 

1,149,537) 

Working  Capital 

$ 15,984 

(502,426) 

The  accompanying  accountants’  report  and  notes  are  an  integral  part  of  these 
financial  statements. 
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1983 

1982 

Dues 

$652,910 

617,935 

Annual  meeting 

5,750 

— 

$658,660 

617,935 

(7)  Commitments  — 

Purchase  commitment  — 

The  Association  has  entered  into  a contract  to  purchase  com- 
puter hardware  and  software  totaling  $194,000,  of  which 
$30,000  was  paid  at  the  time  the  contract  was  executed.  The 
financing  of  the  balance  of  the  contract  has  not  yet  been  deter- 
mined. 

Long-term  leases  — 

The  following  is  a summary,  by  year,  of  lease  agreements 
entered  into  by  the  Association  at  December  31,  1983: 

1984  1985  1986 

Automobiles  $ 13,271  6,464  2,373 

(8)  Related  Party  Transactions  — 

For  the  years  ended  December  31,  1983  and  1982,  the  Associ- 
ation had  an  agreement  with  Physicians  Liability  Insurance 
Company,  a wholly-owned  unconsolidated  subsidiary,  to  provide 
loss  prevention  services  for  the  insurance  company.  The  Associ- 
ation was  reimbursed  $100,000  and  $100,000,  respectively,  for 
their  expenses  on  the  project. 

(9)  Professional  Liability  Stabilization  Program  — 

The  Professional  Liability  Stabilization  Program  was  estab- 
lished during  the  year  ended  May  31,  1976  by  assessing  the 
doctors  a 15  percent  surcharge  on  their  basic  professional  liabil- 
ity policies.  The  Insurance  Company  of  North  America  provided 
the  basic  $100,000/$300,000  policy.  This  money  is  under  the 
control  of  two  trustees,  one  appointed  by  the  Association  and 
one  appointed  by  the  insurer.  As  of  December  31,  1983  the  bal- 
ance on  deposit  was  $436,543,  which  is  not  included  in  the  finan- 
cial statements.  The  funds  will  be  used  if  the  insurer’s  reserves 
are  exhausted  through  payment  of  claims. 


Oklahoma  State  Medical  Association 
Schedule  of  Revenues 


From  Operations 

Membership  dues 
Interest  and  commissions 
Building  lease 
Membership  directory 
Underwriting  and  risk 
management  surcharge 
Computer 

Year  ended  December  31, 
1983  1982 

$587,444  582,595 

36,922  73,555 

31,440  34,060 

20,766  6,984 

— 161 

5,226  4,522 

Total  Revenue  From 
Operations 

$681,798 

701,877 

From  Journal 

Subscriptions  allocated  from  dues 
Advertising  and  sales 

$ 31,610 
57,822 

31,431 

59,286 

Total  Revenue  From 
Journal 

$ 89,432 

90,717 

From  Annual  Meeting 

Exhibit  fees 
Contributions 
Ticket  sales 
Class  reunion 

$ 9,750 

2,300 
19,401 
105 

6,923 

Total  Revenue  From 
Annual  Meeting 

$ 31,556 

6,923 

(10)  Professional  Liability  Excess  Coverage  — 

During  the  fiscal  year  ended  March  31,  1977,  an  insurance 
plan  was  formed  with  Hartford  and  Lloyd’s  of  London  to  pro- 
vide excess  professional  liability  coverage.  The  excess  liability 
policy  was  to  cover  losses  in  excess  of  $100,000  and  less  than 
$1,000,000  that  exceed  $3.25  million  per  year.  In  accordance 
with  the  plan,  a specified  portion  of  the  insurance  premiums 
were  deposited  in  a bank  in  the  name  of  Oklahoma  State 
Medical  Association.  The  balance  of  the  account  on  December 
31,  1983  was  $1,291,952,  which  is  not  included  in  the  financial 
statements.  The  funds  will  be  used  if  the  insurers’  reserves 
are  exhausted  through  payment  of  claims. 


Oklahoma  State  Medical  Association 
Schedule  of  Expenses 

Year  ended  December  31, 


General  Membership  Expenses 

1983 

1982 

Salaries 

$281,050 

263,360 

Awards 

1,650 

4,876 

Councils 

78,942 

77,210 

Data  processing 
Depreciation  and  amortization 

1,903 

2,830 

of  leased  equipment 

16,716 

17,600 

Dues  and  subscriptions 

2,995 

4,305 

Equipment  rental 

33,085 

24,775 

In-state  travel 

2,845 

2,058 

Insurance 

36,039 

29,493 

Interest 

14,879 

17,432 

Legal  and  professional 

16,700 

11,323 

Loss  prevention  project 

30,206 

38,161 

Membership  directory 

18,585 

— 

Office  supplies 

17,028 

23,632 

OSMA  newsletter 
Out-of-state  travel  and  AMA 

6,764 

— 

convention  expense 

64,633 

57,028 

Payroll  taxes 

21,230 

19,421 

Pension  costs 

25,783 

21,524 

Postage  and  shipping 

27,915 

23,131 

Repairs  and  maintenance 

4,512 

10,295 

Services 

3,574 

2,032 

Staff  and  officers’  expense 

23,051 

13,328 

Telephone  and  utilities 

26,586 

32,444 

Other  general  expense 

8,826 

1,866 

Total  Before  Allocation 

of  Overhead 

765,497 

698,124 

Expense  reimbursement  from 

subsidiary 

(100,000) 

(100,000) 

Overhead  allocated  to  J OURNAL 
Overhead  allocated  to 

(18,833) 

(23,963) 

annual  meeting 

(29,182) 

(26,842) 

Total  General  Membership 

Expenses 

$617,482 

547,319 

Council  Expenses 

Governmental  activities 

$ 44,289 

32,337 

Medical  education 

361 

230 

Medical  services 

381 

(1,077) 

Member  Services 

5,535 

(1,051) 

Planning  and  development 

7,505 

7,187 

Professional  and  public  relations 

20,862 

39,553 

Public  and  mental  health 

9 

31 

Total  Council  Expenses 

$ 78,942 

77,210 
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(11)  Investment  in  Subsidiary  — 

The  following  is  a condensed  balance  sheet  and  statement 
of  operations  for  the  unconsolidated  subsidiary: 

December  31, 


Assets  — 

1983 

1982 

Cash 

$ 1,224,571 

948,567 

Investments 

21,043,537 

16,942,142 

Other 

384,013 

388,080 

Liabilities  and  stockholders’ 
equity  — 

$22,652,121 

18,278,789 

Unearned  premiums 
Losses  and  loss  adjustment 

$ 1,576,121 

1,463,209 

expense 

16,510,751 

11,914,441 

Other 

1,460,025 

1,314,037 

Total  stockholders’  equity 

3,105,224 

3,587,102 

Total  Liabilities  and 


Stockholders’  Equity 

$22,652,121 

18,278,789 

Revenue  — 

Premiums  earned 

$13,923,861 

9,475,204 

Investment  income 

2,207,552 

2,083,792 

16,131,413 

11,558,996 

Expenses- — 

Losses 

13,782,634 

9,009,136 

Loss  adjustment 

437,288 

296,737 

Other  operations 

2,435,369 

2,072,853 

Income  taxes 

(42,000) 

42,000 

16,613,291 

11,420,726 

Net  Income  (Loss) 

$ (481,878) 

138,270 

Oklahoma  State  Medical  Association 

Balance  Sheet 
March  31,  1984 


Current  Assets 

Cash  $ (23,127) 

Savings  accounts  and  certificates  of  deposit  647 ,920 

Accounts  receivable  84,364 

Prepaid  expenses  7,876 

Total  Current  Assets  717,033 


Property  and  Equipment 

Land  7,808 

Building  379,515 

Pavement  2,451 

Furniture,  fixtures,  and  equipment  198,722 

Equipment  under  capital  lease  25,650 


614,146 

Less:  Accumulated  depreciation 

and  amortization  118,937 


495,209 

Investment  In  Subsidiary  3,105,224 


Other  Assets 

Deposits  1,983 

Loan  Acquisition  costs  — Net  of 
amortization  4,611 

Organization  expense  — Subsidiary  17,955 

Accounts  receivable  — FDIC  137,614 


162,163 

Total  $4,479,629 


Liabilities  and  Fund  Balances 


Current  Liabilities 

Current  portion  of  long-term  liabilities  $ 5,611 

Current  obligation  under  capital  lease  3,816 

Accounts  payable  269,868 

Loans  and  scholarships  payable  100 

Accrued  liabilities  8,895 

Retirement  expense  (650) 

Deferred  income  489,683 


Total  Current  Liabilities  777,323 


Long-Term  Liabilities 

Notes  payable  136,762 

Less:  Current  portion  included  above  5,611 


131,151 


Long-Term  Obligation  Under  Capital  Lease 

Notes  payable  5,212 

Less:  Current  portion  included  above  3,816 

1,396 

Fund  Balances 

Appropriated  for  public  education  35,619 

Appropriated  for  building  maintenance  30,217 

Unappropriated  3,503,923 

3,569,759 

Total  $4,479,629 
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Oklahoma  State  Medical  Association 
Schedule  of  Expenses 


Report  of  the 

COUNCIL  ON  LONG-RANGE 
PLANNING  AND  DEVELOPMENT 


Year  ended  December  31, 
1983  1982 

ournal  Expenses 

Salaries 

$ 36,000 

36,000 

Advertising 

13,517 

17,452 

Artwork 

3,519 

3,132 

Printing 

59,282 

51,990 

Proofreading 

793 

814 

Supplies  and  other 

5,870 

7,570 

Total  Before  Allocation 

of  Overhead 

118,981 

116,958 

Overhead  allocated  from 

general  membership  expenses 

18,833 

23,963 

Total  Journal  Expenses 

$137,814 

140,921 

innual  Meeting  Expenses 

Exhibit  expense 

$ 1,212 

247 

Travel 

468 

4 

Special  events 

3,419 

— 

Planning 

1,515 

1,376 

Printing 

7,855 

7,350 

Speaker 

3,888 

3,610 

Entertainment 

4,017 

728 

Luncheon 

348 

321 

Signs  and  security 

1,478 

785 

Audio  visual  equipment 

4,006 

354 

Sports  activities 

131 

710 

Hotel 

42,215 

21,686 

Ladies  activities 

4,381 

(140) 

Other 

1,789 

1,920 

Total  Before  Allocation 

of  Overhead 

76,722 

38,951 

Overhead  allocated  from 
general  membership 

expenses 

29,182 

26,842 

$105,904  65,793 


Oklahoma  State  Medical  Association 

Statement  of  Changes  In  Fund  Balances 
For  The  Months  Ended  March  31,  1984 


Appropriated  For  Public  Education 

Beginning  of  period  $ 35,619 

Contribution  from  Central  Oklahoma  — 

Council  of  Medical  Staffs 

End  of  period  35,619 


Appropriated  For  Building  Maintenance 

Beginning  of  period  30,217 

Appropriation  for  period  — 

End  of  period  30,217 


Unappropriated 

Beginning  of  period  3,449,134 

Excess  of  revenue  over  expenses  54,789 

End  of  period  3,503,923 

Total  $3,569,759 


Reference  Committee  I 

Subject:  Annual  Report 

Presented  by:  John  A.  McIntyre,  MD, 

Chairman 

Referred  to:  Reference  Committee  I 

Introduction 

The  Council  on  Long-Range  Planning  and  Develop- 
ment meets  twice  annually  — in  the  fall  to  review 
the  progress  of  the  various  councils  on  the  annual 
program  of  activities  adopted  by  the  House  of  Dele- 
gates, and  in  the  spring  to  review  reports  and  res- 
olutions that  are  to  be  submitted  to  the  House.  In 
both  sessions  we  attempt  to  look  at  the  long-range 
goals  and  objectives  of  OSMA  and  plan  strategies  for 
dealing  with  the  many  problems  facing  organized 
medicine. 

In  all  honesty  we  must  report  that  the  latter  is 
seldom  achieved.  The  current  problems  are  of  suffi- 
cient magnitude  to  almost  prohibit  time  for  in-depth 
discussion  of  long-range  problems.  We  realize  the  im- 
portance of  dealing  with  long-range  issues,  but  the 
council  has  not  conceived  a meeting  format  that  per- 
mits much  time  for  long-range  planning.  Con- 
sequently, this  report  details  current  and  the  im- 
mediate proposals  of  the  councils,  which  are  much 
more  detailed  in  the  individual  reports. 

A conclusion  to  which  the  House  will  obviously 
come  is  the  tremendous  contribution  made  to  the 


Oklahoma  State  Medical  Association 

Statement  of  Revenues  and  Expenses 
For  The  Months  Ended  March  31,  1984 


From  Operations 

Revenue  $192,133 

Expenses  145,893 

Excess  of  Revenue  Over  Expenses 
From  Operations  46,240 


Journal 

Revenue  24,159 

Expenses  22,463 

Excess  of  Revenue  Over  Expenses 
FromJoURNAL  1,696 


Annual  Meeting 

Revenue  15,500 

Expenses  2,662 

Excess  of  Revenue  Over  Expenses 
From  Annual  Meeting  12,838 


Other  Revenue  (Expenses) 

Amortization  of  organization  expense  — 

Subsidiary  (5,985) 

Net  Excess  of  Revenues  Over  Expenses  $ 54,789 
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association  membership  by  the  volunteer  members 
of  the  various  councils  and  committees.  Literally 
thousands  of  hours  are  spent  on  association  activities 
each  year,  most  of  them  on  Saturdays,  Sundays,  and 
at  night,  to  maintain  quality  care  for  our  patients 
and  our  existing  high  level  of  professionalism.  The 
members  are  deeply  indebted  to  the  physician  volun- 
teers of  the  association. 

Council  Activities: 

The  Council  on  State  Legislation  proposes  a con- 
tinued program  of  monitoring  health  legislation  at 
the  State  Capitol.  Last  year  the  council  dealt  with 
32  bills.  The  council  meets  weekly  or  bi-weekly  dur- 
ing the  session.  The  council  also  proposes  the  creation 
of  a Citizens’  Council  (see  Report  A of  the  Council 
on  State  Legislation.) 

Budget  Request  $15,700 

The  Council  on  Governmental  Activities  plans  to 
continue  its  federal  legislative  activity,  with  the  pos- 
sibility of  some  increase  in  expenditures  if  the  Med- 
icare Demonstration  Project  receives  legislative  sup- 
port. 

Budget  Request  $13,500 

The  Council  on  Professional  and  Public  Relations 
plans  to  expand  its  current  activities  to  accommodate 
increased  student  activity. 

Budget  Request  $25,000 

The  Council  on  Medical  Education  will  continue 
its  CME  accreditation  and  certification  program  and 
will  assist  the  State  Regents  for  Higher  Education 
in  a study  of  physician  manpower. 

Budget  Request  $2,000 

The  Council  on  Medical  Services  deals  with  many 
of  the  socioeconomic  issues  of  medicine. 

Budget  Request  $1,500 


Oklahoma  State  Medical  Association 

Schedule  of  Revenues 
For  The  Months  Ended  March  31,  1984 


From  Operations 

Membership  dues  $155,727 

Interest  and  commissions  6,766 

Building  lease  8,080 

Membership  directory  sales  and  advertising  6,522 

Computer  1,845 

Miscellaneous  13,193 


Total  Revenue  from  operations  192,133 


From  Journal 

Advertising  and  sales  24,159 


From  Annual  Meeting 

Contributions  300 

Exhibit  fees  15,200 


Total  Revenue  from  annual  meeting  $ 15,500 


The  Council  on  Member  Services  supports  and  pro- 
motes a wide  range  of  direct  benefits  for  members 
of  the  association, 

Budget  Request  $1,500 

The  Council  on  Public  and  Mental  Health’s  impor- 
tant areas  are  perinatal,  maternal,  and  child  health. 

Budget  Request  $2,250 


Oklahoma  State  Medical  Association 

Schedule  of  Expenses 
For  The  Months  Ended  March  31,  1984 


General  Membership  Expenses 


Salaries 

$ 75,144 

Awards 

381 

Councils 

18,897 

Depreciation  and  amortization  of 

leased  equipment 

5,046 

Dues  and  subscriptions 

470 

Equipment  rental 

8,257 

Insurance 

6,707 

In-state  travel 

1,183 

Interest 

3,646 

Legal  and  professional 

300 

Office  supplies 

4,779 

Out-of-state  travel  and  AMA  convention 

8,085 

Payroll  taxes 

5,741 

Postage  and  shipping 

9,879 

Repairs  and  maintenance 

1,753 

Services 

641 

Staff  and  officers 

4,490 

Telephone  and  utilities 

7,047 

Other  general  expense 

4,286 

Newsletter 

1,233 

Total  Before  Allocation  of  Overhead 

167,965 

Expense  reimbursement  from  subsidiary 

(22,072) 

Total  General  Membership  Expenses 

145,893 

Council  Expenses 

Governmental  activities 

8,271 

Professional  and  public  relations 

7,947 

Planning  and  development 

1,184 

Medical  education 

(28) 

Medical  services 

617 

Member  services 

906 

Total  Council  Expenses 

$18,897 

Journal  Expenses 

Salaries 

$ 9,000 

Printing 

8,838 

Advertising 

2,105 

ArtWork 

1,184 

Proofreading 

137 

Operating 

1,199 

Total  Journal  Expenses 

22,463 

Annual  Meeting  Expenses 

Travel 

10 

Printing 

1,965 

Miscellaneous  supplies 

57 

Entertainment 

21 

Audio  visual  equipment 

609 

Total  Annual  Meeting  Expenses 

$ 2,662 
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The  Council  on  Hospital  Medical  Staffs  is  a pro- 
posed new  council  (see  Report  of  the  Council  on 
Member  Services). 

Budget  Request  $2,000 

Council  on  Long-Range  Planning  and  Develop- 
ment. 

Budget  Request  $5,100 

TOTAL  COUNCIL  REQUESTS  $62,550 


This  is  an  informational  report. 

Respectfully  submitted, 

John  A.  McIntyre,  MD 
Chairman 

George  H.  Kamp,  MD 
J.  B.  Eskridge  III,  MD 
Elvin  M.  Amen,  MD 


R.  L.  Cornelison,  Jr.,  MD 
Larry  L.  Long,  MD 
Robert  G.  Perryman,  MD 
Michael  J.  Haugh,  MD 
Ken  W.  Whittington,  MD 
William  O.  Coleman,  MD 
John  A.  Blaschke,  MD 
M.  Joe  Crosthwait,  MD 
William  R.  Smith,  MD 
George  W.  Prothro,  MD 
Perry  A.  Lambird,  MD 
William  L.  Hughes,  MD 
Ed  L.  Calhoon,  MD 
Floyd  F.  Miller,  MD 
Victor  L.  Robards,  Jr.,  MD 
Orange  M.  Welborn,  MD 
William  M.  Leebron,  MD 
James  B.  Pitts,  Jr.,  MD 


Oklahoma  State  Medical  Association 


1984-85  Proposed  Budget 


Actual 

Projected 

Income 

1983 

1984 

Membership  Dues 

$587,444 

$595,000 

Interest  & Commissions 

36,922 

80,000 

Lease  Income 

31,440 

35,000 

Directory  Sales 

20,766 

15,000 

Advertising 

57,822 

60,000 

Subscriptions  to  Journal 

31,610 

32,000 

Annual  Meeting 

12,050 

50,000 

Contracts 

100,000 

100,000 

Miscellaneous 

5,226 

5,000 

Total 

$883,280 

$972,000 

Oklahoma  State  Medical  Association 


General  Membership  Expenses 

Actual 

1983 

Projected 

1984 

Salaries 

$281,050 

$326,000 

Payroll  Taxes 

21,230 

24,800 

Pension  Costs 

25,783 

27,900 

Postage  & Shipping 

27,915 

30,000 

Office  Supplies 

17,028 

20,000 

Equipment  Rental 

33,085 

33,000 

Insurance 

36,039 

38,000 

Staff  & Officers 

23,051 

20,000 

Telephone  & Utilities 

26,586 

30,000 

Legal  & Professional 

16,700 

12,000 

Interest 

14,879 

15,000 

Repairs  & Maintenance 

4,512 

6,000 

Dues  & Subscriptions 

2,995 

3,500 

Council  Programs 

78,942 

68,550 

Out-of-State  Travel 

64,633 

50,000 

In-State  Travel 

2,845 

4,000 

Journal 

118,981 

120,000 

Annual  Meeting 

76,722 

75,000 

Awards 

1,650 

2,000 

Depreciation 

16,716 

17,000 

Services 

3,574 

2,800 

Other  General  Expenses 

8,826 

7,500 

Total 

$903,742 

$933,050 

Report  of  the 

CONSTITUTION  AND  BYLAWS  COMMITTEE 

Reference  Committee  I 

Subject:  Annual  Report 
Presented  by:  Stanley  R.  McCampbell,  MD, 
Chairman 

Referred  to:  Reference  Committee  I 

Introduction 

It  is  the  duty  of  the  Constitution  and  Bylaws  Com- 
mittee of  the  association  to  consider  all  amendments 
proposed  by  members  of  the  association  or  by  compo- 
nent county  societies,  to  assure  that  the  amendments 
are  in  proper  form  and  that  they  do  not  violate  other 
portions  of  the  association’s  Constitution  and  Bylaws, 
and,  at  the  same  time,  shall  present  to  the  House  of 
Delegates  recommendations  regarding  the  adoption 
of  proposed  amendments. 

The  year  your  committee  has  been  asked  to  con- 
sider two  proposed  amendments.  The  first  calls  for  a 
change  in  the  association’s  definition  of  “Affiliate 
Members”  and  the  second  creates  a new  association 
council  to  be  known  as  the  “OSMA  Council  on  Hospi- 
tal Medical  Staffs.” 

The  following  phraseology  has  been  considered  by 


Oklahoma  State  Medical  Association 


Projected  Council  Expenses  1984 


Council  on  State  Legislation 

$15,700 

Council  on  Governmental  Activities 

13,500 

Council  on  Professional  and  Public  Relations 

25,000 

Council  on  Medical  Education 

2,000 

Council  on  Medical  Services 

1,500 

Council  on  Member  Services 

1,500 

Council  on  Public  and  Mental  Health 

2,250 

Council  on  Planning  and  Development 

5,100 

Council  on  Hospital  Medical  Staffs* 

2,000 

Total 

$68,550 

^Proposed  new  council 
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the  committee  and  found  to  be  appropriate  to  make 
the  changes  that  have  been  proposed. 

At  the  end  of  this  report  your  committee  will  make 
its  recommendations  regarding  the  adoption  of  these 
two  proposed  amendments. 

Affiliate  Members 

The  definition  of  “affiliate  members”  is  found  in 
Chapter  1,  Section  2.04,  of  the  OSMA  Bylaws.  The 
new  or  amendatory  language  underlined  in  the  fol- 
lowing will  accomplish  the  expansion  of  the  defini- 
tion of  affiliate  members  as  recommended  by  the  As- 
sociation’s Board  of  Trustees. 

2.04  AFFILIATE  MEMBERS.  Affiliate  mem- 
bers shall  be  those  so  classified  by  component 
societies  or  the  Board  of  Trustees  who  are  in- 
eligible for  regular  membership,  but  meet  one 
or  more  of  the  following  classifications:  (a)  ac- 
tive members  of  other  component  associations 
of  the  American  Medical  Association;  (b)  active 
members  of  the  Association  who  find  it  neces- 
sary to  leave  the  state  in  order  to  engage  in 
medical  missionary,  education,  or  philan- 
thropic labors,  are  eligible  for  this  classification 
of  membership  for  periods  of  time  related  to 
individual  circumstances  as  may  be  deter- 
mined by  the  Board  of  Trustees;  (c)  dentists 
who  hold  the  degree  of  DMD  or  DPS  who  are 
members  of  the  American  Dental  Association 
and  their  state  and  local  dental  societies;  (d) 
pharmacists  who  are  active  members  of  the 
American  Pharmaceutical  Association;  (e) 
teachers  of  medicine  or  of  the  sciences  allied 
to  medicine  who  are  citizens  of  the  United 
States  and  are  ineligible  for  active  member- 
ship; and  (f)  individuals  engaged  in  scientific 
endeavors  allied  to  medicine  and  others  who 
have  attained  distinction  in  their  fields  of  en- 
deavor but  who  are  not  eligible  for  other 
categories  of  membership.  Petition  for  such 
election  to  membership  must  originate  in  a 
component  society  or  the  Board  of  Trustees. 
Approval  of  the  petition  by  the  Board  of  Trus- 
tees is  necessary  before  the  affiliate  member- 
ship may  be  awarded. 


OSMA  Council  on  Hospital  Medical  Staffs 

It  has  been  recommended  by  the  association’s  Coun- 
cil on  Member  Services  and  by  a special  ad  hoc  com- 
mittee on  Hospital  Medical  Staffs  that  a new  council 
be  created  within  the  OSMA  structure  to  be  known 
as  the  “OSMA  Council  on  Hospital  Medical  Staffs.” 

Your  committee  has  approved  the  following  lan- 
guage and  current  bylaws  amendments  to  accomplish 
the  creation  of  this  new  council. 

Section  1.00  of  Chapter  IX  is  amended  as  follows 
(with  amendatory  language  underlined): 

Section  1.00  COUNCILS.  The  councils  of  the 

Association  shall  be:  Council  on  Planning  and 


Development,  Council  on  Member  Services, 
Council  on  Medical  Service,  Council  on  Profes- 
sional and  Public  Relations,  Council  on  Gov- 
ernmental Activities,  Council  on  Medical  Edu- 
cation, Council  on  Public  and  Mental  Health, 
and  Council  on  State  Legislatiom,  and  OSMA 
Council  on  Hospital  Medical  Staffs. 

A new  section  10.00  is  inserted  at  the  end  of  Chap- 
ter IX  as  follows: 

Section  10.00  OSMA  COUNCIL  ON  HOSPI- 
TAL MEDICAL  STAFFS 
10.01  DUTIES.  The  Council  shall  provide  a 
means  to  address  the  relationship  between 
members  of  the  OSMA  and  Hospital  Medical 
Staffs.  It  shall  establish  and  maintain  a com- 
munications liaison  with  organized  Hospital 
Medical  Staffs,  shall  develop  policy  recommen- 
dations regarding  medical  staff  relations  for 
consideration  by  the  Association,  and  shall  es- 
tablish and  maintain  relations  with  federal  and 
state  government  entities  having  statutory  or 
regulatory  jurisdiction  affecting  Hospital  Med- 
ical Staff's.  The  council  shall  monitor  and  com- 
municate to  the  OSMA,  the  activities  of  the 
Hospital  Medical  Staff  Section  of  the  American 
Medical  Association. 

Recommendations: 

1.  It  is  the  unanimous  recommendation  of  the 
members  of  the  Constitution  and  Bylaws  Committee 
that  the  amendments  to  the  “Affiliate  Members”  Sec- 
tion of  the  bylaws  not  be  adopted. 

2.  It  is  the  unanimous  recommendation  of  the 
Committee  that  the  House  of  Delegates  adopt  the 
recommended  language  to  create  the  new  “OSMA 
Council  on  Hospital  Medical  Staffs.” 

Respectfully  submitted, 

Stanley  R.  McCampbell,  MD, 

Chairman 

David  Browning,  Jr.,  MD 
Raymond  L.  Comelison,  Jr.,  MD 
James  B.  Eskridge  III,  MD 
Jerold  D.  Kethley,  MD 
C.  S.  Lewis,  Jr.,  MD 
Larry  L.  Long,  MD 
Floyd  F.  Miller,  MD 
Arnold  G.  Nelson,  MD 
J.  B.  Wallace,  MD 


THE  PHYSICIANS  LIABILITY 
INSURANCE  COMPANY 
ANNUAL  REPORT 
FOR  1983 

Physicians  Liability  Insurance  Company  com- 
pleted four  years  of  operations  on  December  31, 1983. 
Your  company’s  strong  performance  in  professional 
liability  and  medical  and  dental  insurance  proved 
again  last  year  that  these  lines,  thought  to  be  unman- 
ageable to  much  of  the  commercial  insurance  indus- 
try, can  be  written  successfully  and  economically 


252 


Oklahoma  State  Medical  Association 


with  a good  plan  and  alert  supervision. 

As  important  as  a significant  savings  from  these 
two  coverages  are  to  Oklahoma  physicians  (approxi- 
mately $6,000,000  a year),  the  example  of  a success- 
ful insurance  program  and  a company  writing  these 
two  “difficult  lines  of  insurance”  with  success  is 
perhaps  even  more  important  to  the  medical  profes- 
sion. To  a great  degree,  the  cohesiveness,  unity  and 
strength  of  the  Oklahoma  State  Medical  Association 
have  contributed  to  this  important  example  of  con- 
tinuing success. 

On  January  1, 1984,  PLICO  effected  a 15%  increase 
in  the  cost  of  its  professional  liability  coverage.  The 
primary  purpose  of  the  increase  was  to  pay  higher 
reinsurance  costs  produced  by  a tightening  insurance 
market.  The  Oklahoma  State  Medical  Association 
has  watched  these  cycles  in  the  professional  liability 
insurance  and  reinsurance  areas  over  the  years.  This 
year,  $1,500,000  was  recovered  by  your  Association 
as  the  legacy  of  one  of  these  difficult  times  (1974/75). 
Even  though  the  loss  experience  of  PLICO  continues 
to  be  good,  the  price  of  PLICO’s  professional  liability 
coverage  must  remain  adequate  to  maintain  a strong 
and  stable  market  for  state  physicians  and  to  be  fi- 
nancially prepared  for  the  deferred  claims  develop- 
ment which  is  uniquely  a part  of  professional  liability 
insurance. 

PLICO’s  1984  professional  liability  premium  in- 
crease is  the  first  increase  in  cost  to  Oklahoma  physi- 
cians for  professional  liability  in  the  five  years  of 
PLICO’s  existence.  Meanwhile  your  Association  has 
preserved  the  integrity  of  the  plan  and  enabled  this 
vital  OSMA  insurance  activity  to  establish  and  sus- 
tain an  unparalleled  national  record  of  the  lowest 
premium  rates  for  the  highest  quality  “occurrence” 
type  insurance  coverage.  State  physicians  have  never 
had  to  accept  the  less  desirable  “claims  made”  form 
of  insurance  protection,  thanks  to  PLICO. 

PLICO  experienced  a cash  surplus  for  1983,  but 
this  money  was  dedicated  to  set  up  reserves  against 
“incurred  but  not  reported”  losses  which  will  defer 
taxation  until  such  time  as  it  can  be  established  that 
no  liabilities  will  impact  against  this  surplus. 

PLICO’s  professional  liability  insurance  program 
provides  quoted  coverage  limits  up  to  $5,000,000  per 
claim  throughout  all  risk  classes,  and  even  higher 
limits  of  protection  are  available  on  an  individual 
basis. 

More  than  37  employees  of  the  management  com- 
pany work  regularly  for  PLICO  and  answer  to  the 
Board  of  Directors  whom  your  OSMA  House  of  Dele- 
gates elects  each  year.  These  people  provide  the  day- 
to-day  services  that  are  essential  to  the  operation  of 
an  insurance  company  which  has  now  become  the 
fifth  largest  casualty  insurance  company  in  the  State 
of  Oklahoma  with  mature  claims  activity  in  two 
significant  areas  of  insurance  coverage. 

Your  Board  personally  supervises  the  activities  of 
management  company  personnel  through  its  commit- 
tees and  reviews  their  efforts,  setting  the  standards 
of  performance  which  the  management  company  is 
required  to  meet  and  which  they  have  consistently 
attained. 

The  PLICO  Board  convenes  six  times  a year.  Com- 
mittees of  the  Board  meet  more  frequently,  expend- 
ing in  1983  a total  number  of  600  man  hours  in 


reviewing  the  operations  of  the  company  and  setting 
policy  and  direction  in  the  many  areas  where  the 
Board  responsibility  extends. 

In  1983,  the  management  company  provided  over 
30,000  hours  of  manpower  in  attending  to  the  miscel- 
laneous operations  of  PLICO. 

PLICO  Health 

Your  company’s  major  medical/medicare  supple- 
ment plan  and  dental  care  option  (all  parts  of  PLICO 
Health)  offer  broader  benefits,  more  generous  pay- 
ment allowances  and  vastly  more  economical  pre- 
mium rates  than  any  of  PLICO’s  competitors. 

Collective  savings  experienced  by  PLICO’s  7,500 
policyholders  and  their  14,000  dependents  can  be  es- 
timated at  approximately  $3,500,000  over  the  last 
two  years,  and  will  be  even  more  this  year.  The  Board 
elected  to  increase  PLICO’s  premiums  by  15%  in  Sep- 
tember, 1983.  Additionally,  the  minimum  deductible 
was  increased  from  $100.00  to  $200.00  on  January 
1,  1984.  Both  steps  were  direct  responses  to  loss  ex- 
perience. It  appears  that  the  adjustments  in  premium 
have  corrected  the  situation  which  produced  a deficit 
during  the  1982/83  period,  and  yet  PLICO  Health 
remains  the  most  economical  health  insurance  option 
available  anywhere. 

If  the  favorable  trend  continues,  PLICO  Health 
should  be  able  to  sustain  the  present  premium  levels 
and  deductibles  for  some  time  to  come,  which  dem- 
onstrates that  this  type  of  insurance  coverage  can 
not  only  be  made  manageable,  but  may  also  be  writ- 
ten on  an  economical  basis. 

PLICO  Health’s  Wellness  Bonus  was  dropped  in 
1984  because  its  cost  did  not  justify  its  existence. 
Handling  was  expensive.  Furthermore,  a sophisti- 
cated audience  was  able  to  determine  when  it  was 
advisable  to  take  the  bonus  or  file  a claim.  Its  value 
proved  significant  in  the  over  65  group,  however,  and 
PLICO’s  medicare  supplement  insureds  may  con- 
tinue to  earn  the  $150  bonus  if  they  are  able  to  avoid 
filing  claims  during  an  annual  policy  period. 

PLICO,  through  the  Wellness  Bonus,  provided  a 
laboratory  for  an  important  proposal  and  the  viabil- 
ity of  the  wellness  concept  was  established  for  in- 
sureds in  the  upper  age  brackets,  but  also  it  is  equally 
apparent  that  less  permanent  type  employees  are  not 
influenced  by  this  inducement  to  avert  the  filing  of 
claims. 

The  company’s  health  insurance  line  of  business 
is  managed  by  a committee  of  PLICO’s  Board  of  Direc- 
tors whose  members  are  Eugene  Feild,  MD,  Chair- 
man; David  Bickham,  OSMA  Executive  Director;  C. 
Alton  Brown,  MD;  Billy  R.  Goetzinger,  MD;  Ray  V. 
McIntyre,  MD;  John  R.  Alexander,  MD;  Kenneth  W. 
Whittington,  MD;  Floyd  F.  Miller;  MD;  and  Wayne 
Coventon,  Clinic  Managers  Association. 

Reinsurance  Consideration 

A soft  reinsurance  market  enjoyed  by  PLICO  in 
the  first  years  of  its  existence  in  the  professional 
liability  area  is  cycling  into  a hard  market  with 
higher  costs.  Accident  and  Health  reinsurance  costs 
have  been  consistently  high  and  we  look  to  this  mar- 
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ket  to  stabilize  and  then  slip  the  other  way.  However, 
rising  reinsurance  costs  may  precipitate  nominal  pre- 
mium increases  in  the  foreseeable  future.  The  effect 
on  individual  insureds  will  be  significantly  diluted, 
however,  because  the  financial  strength  of  PLICO  has 
enabled  the  company  to  directly  retain  a large  share 
of  the  front-end  loss  exposure,  thereby  reducing  the 
effect  of  reinsurance  increases. 

PLICO’s  professional  liability  program  is  reinsured 
by  the  General  Reinsurance  Corporation.  The  high- 
limit  risk  exposures  of  our  health  insurance  pro- 
grams are  protected  by  Lincoln  National  Insurance 
Company  of  Fort  Wayne,  Indiana.  Both  of  these  com- 
panies are  A + XV  companies  in  Bests  Insurance 
Guide. 

Low  Overhead 

Each  year  PLICO’s  Board  of  Directors  has  made  a 
comparative  study  of  the  overhead  costs  reported  by 
commercial  carriers  in  medical  society  owned  com- 
panies. This  has  revealed  that  PLICO’s  management 
cost  — only  10.6%  of  the  premium  dollar  — is  lower 
than  that  of  the  most  efficient  captive  companies 
owned  by  doctor  groups  and  far  less  than  the  average 
23.6%  to  30%  charged  by  commercial  carriers. 
PLICO’s  management  cost  is  more  than  fully  funded 
by  the  investment  income  from  reserves,  surplus  and 
capital,  making  more  than  100  cents  of  every  pre- 
mium dollar  available  for  the  payment  of  claims  and 
claims  defense. 

Market  Share 

PLICO’s  professional  liability  insurance  program 
has  been  accepted  with  virtual  unanimity  by  mem- 
bers of  the  Oklahoma  State  Medical  Association  and 
other  practicing  physicians  in  Oklahoma.  The  PLICO 
Health  product  has  reached  an  enrollment  of  2,289 
physicians  — over  60%  of  the  total  available  market. 
In  addition,  5,216  physicians’  employees  are  insured 
by  PLICO  Health.  When  spouses  and  dependent  chil- 
dren are  considered,  about  21,000  persons  are  pro- 
tected by  PLICO  Health.  This  high  level  of  participa- 
tion has  contributed  significantly  to  the  low  cost  of 
the  program. 

Financial  Condition 

The  net  earned  premium  in  1983  for  professional 
liability  was  $7,215,407.  Assets  at  year  end  were 
$22,476,154  — up  $4,502,832  from'  1982.  PLICO 
Health  produced  about  $6,708,471  of  total  premium 
income  over  a 12-month  period  ending  December  31. 
An  operating  loss  of  $481,878  for  the  year  is  attribut- 
able to  PLICO  Health  utilization  experience,  a situ- 
ation now  being  corrected  by  increased  premium  in- 
come, by  a higher  front-end  deductible,  and  by  a mat- 
erial reduction  in  the  expense  of  the  “Wellness 
Bonus”. 

Claims  Picture 

In  1983,  54  professional  liability  claims  were  paid. 
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The  net  cost  of  these  claims  attributed  directly  to 
PLICO  was  $1,365,944.  The  management  company 
established  477  claims  files  and  researched  625 
claims  during  the  year,  utilizing  the  services  of  four 
professional  liability  adjusters,  15  highly  qualified 
professional  liability  attorneys  and  three  claims 
clerks  who  were  especially  qualified  and  screened  to 
handle  professional  liability  claims.  For  the  four-year 
period  of  1980-1983,  your  company  paid  out  a total 
of  $6,668,212,  but  $2,729,117  of  this  loss  was  borne 
by  our  reinsurance  company.  Actual  1980/83  pre- 
mium reserves  were  set  up  by  the  management  com- 
pany on  behalf  of  PLICO  for  unpaid  claims  in  the 
amount  of  $10,582,097  as  of  December  31,  1983. 
When  reserves  against  “incurred  but  not  reported” 
claims  are  considered,  the  total  reserves  established 
by  PLICO  for  the  four-year  period  are  $14,736,498. 

The  management  company  of  PLICO  also  employs 
four  highly  qualified  adjusters  to  pay  PLICO  Health 
claims.  A total  of  27,000  claims  were  processed,  re- 
viewed and  paid  on  behalf  of  our  21,000  insureds. 
The  turnaround  time  for  these  claims  was  an  average 
of  seven  working  days  — a record  time  in  the  accident 
and  health  business  which  is  roughly  one-fourth  of 
the  time  required  by  the  best  commercial  carriers 
and  clearly  faster  than  other  prepaid  plans  in  the 
marketplace.  This  swift  processing  has  saved  many 
arguments  and  much  loss-of-time  in  the  payment  of 
claims  for  physicians  and  their  employees.  With 
physicians’  time  as  valuable  as  it  is,  this  savings 
alone,  although  incalculable  in  hard  numbers,  may 
well  run  into  millions  in  any  given  year.  PLICO  is 
proud  that  it  has  been  able  to  secure  this  quality  of 
swift  and  fair  service  from  the  management  company. 

As  a result  of  the  maturation  of  PLICO’s  profes- 
sional liability  program,  the  claims  activity  has 
reached  a relatively  constant  level  for  the  year  1983, 
yet  the  operation  continues  to  occupy  much  of  the 
efforts  and  activities  of  management  company  per- 
sonnel. 

The  Claims  Committee  which  works  with  many 
different  personnel  in  decisions  involving  defense  set- 
tlement negotiations  and  trial  of  claims  are  John  A. 
McIntyre,  MD,  Chairman;  Ed  L.  Calhoon,  MD;  James 

B.  Eskridge  III,  MD;  Eugene  G.  Feild,  MD;  Billy  R. 
Goetzinger,  MD;  Edward  K.  Norfleet,  MD  and  Billy 
D.  Dotter,  MD 

Return  on  Investment 

PLICO’s  Investment  Committee,  comprised  of 

C.  S.  Lewis,  Jr.,  MD;  David  Bickham,  and  Edward 
Soule,  LLB,  reports  investment  income  of  $2,207,552, 
up  $123,760  from  1982.  These  earnings  represent  a 
return  on  investment  of  11.5%.  Investments  have 
been  increasingly  placed  in  A-rated  corporate  bonds, 
as  the  need  for  liquidity  is  reduced  by  the  increase 
in  reserves  carried  by  your  corporation.  Guarantee- 
ing long  term  high  interest  rates  is  now  becoming  a 
significant  consideration  of  the  Committee.  Invest- 
ment income  utilized  in  company  operations  more 
than  offsets  the  management  fee,  leaving  more  than 
100  cents  of  every  premium  dollar  available  for  claims 
and  defense  costs.  Nowhere  else  can  you  get  back 
more  than  you  pay  in,  in  terms  of  benefits  and  insur- 
ance value. 

Oklahoma  State  Medical  Association 


There  has  been  no  additional  recovery  from 
PLICO’s  deposits  in  the  Penn  Square  Bank,  so  the 
20%  recovery  from  the  F.D.I.C.  which  was  previously 
reported  leaves  a balance  of  $488,746.85.  Recovery 
of  this  amount  is  hoped  for  in  the  future,  but  the 
company  has  made  provisions  for  operating  indefi- 
nitely without  these  funds. 

Loss  Prevention 


rising  costs  of  health  care.  Your  company  has  also 
demonstrated  the  viability  of  two  types  of  insurance 
which  nationally  have  enjoyed  less  than  favorable 
consideration  from  commercial  insurance  carriers. 
PLICO’s  Board  of  Directors  has  succeeded  in  these 
endeavors  with  the  help  of  C.  L.  Prates  and  Company, 
and  has  been  reinforced  by  the  strength  of  the  Associ- 
ation membership  — all  pulling  together.  Your  Board 
seeks  to  continue  to  merit  your  undivided  support  in 
the  years  to  come. 


The  company’s  Loss  Prevention  Committee, 
chaired  by  Ray  V.  McIntyre,  MD,  has  been  particu- 
larly active  and  effective  in  1983.  Regional  Loss  Con- 
trol Seminars,  held  this  year  attracted  a registration 
of  more  than  600  physicians,  all  of  whom  received  a 
5%  professional  liability  insurance  premium  dis- 
count. The  committee  has  carefully  analyzed  loss  ex- 
perience and  has  recommended  special  consent  forms 
and  protocols  for  investigational  procedures.  A study 
of  neo-natal  costs  and  risks  has  been  completed  and 
recommendations  were  made  to  an  adhoc  committee 
of  the  Oklahoma  State  Medical  Association  which  is 
studying  the  same  subject.  Other  members  of  Doctor 
McIntyre’s  committee  are:  David  Bickham;  Ed  L.  Cal- 
hoon,  MD;  Floyd  Miller,  MD;  William  M.  Leebron, 
MD;  and  David  M.  Selby,  MD. 

1984  Plan 

Your  Board  of  Directors,  with  the  help  of  PLICO’s 
management  firm,  will  continue  to  strengthen  the 
company’s  financial  position  and  run  this  growing 
operation.  Your  Board  will  rely  heavily  on  the  con- 
tinued unanimous  support  of  the  OSMA  member- 
ship. As  management  responsibility  increases  in 
proportion  to  the  size  of  the  company  and  the  matura- 
tion of  the  professional  liability  and  health  insurance 
programs,  the  Board  intends  to  continue  to  get  more 
than  100  cents  worth  of  value  for  every  dollar  of  pre- 
mium you  pay. 

In  order  to  provide  quicker  PLICO  Health  claims 
service,  faster  policy  issuance,  and  improved  statisti- 
cal data  about  the  PLICO’s  professional  liability  pro- 
gram, your  management  company  expanded  its  data 
processing  capability  significantly  with  the  installa- 
tion of  two  computers  dedicated  to  handling  the 
large-volume  health  insurance  business  and  refining 
the  quality  of  professional  liability  reports  which  can 
be  produced.  The  refinement  and  up-dating  of  these 
services  will  continue  to  receive  a high  priority  in 
1984.  At  the  present  level  of  development,  the  system 
already  enables  PLICO’s  Loss  Prevention  and  Under- 
writing groups  to  evaluate  loss  experience  via  an 
infinite  variety  of  computer  generated  studies.  It  also 
facilitates  efficient  policy  issuance  and  greatly  re- 
duces the  time  required  to  pay  PLICO  Health  claims. 

Your  Officers  and  Directors  believe  that  PLICO  has 
more  than  fulfilled  its  promise  to  the  members  of  the 
Oklahoma  State  Medical  Association  by  providing 
over  a dollar’s  worth  of  value  for  every  premium  dollar 
invested.  This  has  been  possible  through  the  willing- 
ness of  the  members  of  the  Oklahoma  State  Medical 
Association  to  pull  together  as  a unit  with  a common 
purpose  and  common  goals.  PLICO’s  premium  sav- 
ings have  reduced  physicians’  overhead  expense  and, 
in  turn,  have  contributed  to  a moratorium  in  the 


PHYSICIANS  LIABILITY  INSURANCE  COMPANY 
BALANCE  SHEET 
December  31st 


ASSETS 

1983 

1982 

Cash 

$ 1,224,571 

$ 948,567 

Investments 

21,043,537 

16,942,142 

Premiums  Receivable 

56,932 

82,126 

Interest  Receivable 

327,081 

280,377 

Other 

— 

25,577 

$22,652,121 

$18,278,789 

LIABILITIES  AND  STOCKHOLDERS’  EQUITY 


LIABILITIES 


Unearned  Premium 
Losses  and  Loss  Adjustment 

$ 1,576,121 

$ 1,463,209 

Expenses 

16,510,751 

11,914.441 

Reinsurance  Premium  Payable 

920,309 

797,603 

Commissions  Payable 

109,119 

103,885 

Management  Fee  Payable 

430,597 

370,549 

Deferred  Income  Taxes 

— 

42,000 

$19,546,897 

$14,691,687 

STOCKHOLDERS’  EQUITY 

Common  Stock 

$ 150,000 

$ 150,000 

Additional  Paid-In  Capital 

3,350,000 

3,350,000 

Retained  Earnings 

(394,776) 

87,102 

TOTAL  STOCKHOLDERS’ 

EQUITY 

3,105,224 

3,587,102 

$22,652,121 

$18,278,789 

STATEMENT  OF  OPERATIONS 

December  31st 

REVENUES 

1983 

1982 

Net  Premiums  Earned 

$13,923,861 

$ 9.475.204 

Investment  Income 

2,207,552 

2,083,792 

$16,131,413 

$11,558,996 

EXPENSES 

Losses 

$13,782,634 

$ 9,009,136 

Loss  Adjustment  Expenses 

437,288 

296,737 

Operating  Expenses 

2,435,369 

1,767,386 

Loss  on  Investment 

— 

305,467 

$16,665,291 

$11,378,726 

Income  ( Loss ) Before  Taxes  and 

Extraordinary  Income 

$ (523,878) 

$ 180,270 

TAXES  ON  INCOME  (CREDIT) 

(42,000) 

67,000 

NET  INCOME  (LOSS)  BEFORE 

EXTRAORDINARY  CREDIT 

$ (481,878) 

$ 113,270 

EXTRAORDINARY  CREDIT 

— 

25,000 

NET  INCOME 

(481,878) 

$ 138,270 

DEFICIT,  BEGINNING  OF  YEAR 

87,102 

(51,168) 

RETAINED  EARNINGS 

$ (394,776) 

$ 87,102 
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Report  of  the 
OKLAHOMA 

STATE  MEDICAL  ASSOCIATION 
AUXILIARY 

Reference  Committee  I 

Subject:  Annual  Report 

Presented  by:  Mrs  Camille  Harrison,  President 
Referred  to:  Reference  Committee  I 

A year  ago,  we  announced  that  1983-84  was  going 
to  be  a FULL  STEAM  AHEAD  auxiliary  year.  It 
surely  has  been  exactly  that.  It  has  been  a very  suc- 
cessful year  filled  with  many  accomplishments.  Our 
focus  for  the  year  has  been  Children  and  Youth,  in 
line  with  our  AMA  Auxiliary  focus,  with  special  em- 
phasis on  drug  abuse  in  young  people. 

Last  September  the  auxiliary  expanded  its  fall 
board  meeting  to  a two-day  meeting  involving  the 
entire  membership.  The  reason  for  this  was  to  give 
more  Oklahoma  auxiliaries  an  opportunity  to  hear 
a program  similar  to  our  AMA  Auxiliary  Confluences 
held  in  Chicago,  which  only  7-8  of  us  each  year  at- 
tend. We  wanted  to  present  a program  which  could 
be  used  by  the  county  auxiliaries  in  their  own  com- 
munities. 

With  the  financial  assistance  of  the  OSMA  we  were 
able  to  have  Dr  Marsha  Keith  Schuchard  speak  to 
us  on  “The  Family  vs  the  Drug  Culture.”  Dr 
Schuchard  was  a 1982  AMAA  Confluence  speaker. 
Our  luncheon  program  was  a puppet  show,  “Keep  off 
the  Grass,”  by  the  PROs  (Puppets  Reaching  Others), 
a Chickasha  church  group.  Our  “Confluence  ’83”  was 
held  at  the  lovely  Park  Suite  Hotel  in  Oklahoma 
City.  The  meeting  was  a huge  success,  with  over  150 
people  attending.  The  support  and  promotion  of  the 
meeting  in  the  community  by  the  county  auxiliaries 
made  the  difference  in  attendance.  Several  counties 
invited  school  personnel  to  attend  and  provided  lunch 
and  transportation. 

A very  definite  strengthening  of  the  bond  between 
our  state  and  county  organizations  was  a result  of 
the  confluence.  Two  of  our  county  auxiliaries  have 
had  fund  raisers  and  donated  the  proceeds  to  school 
systems  for  drug  abuse  education  or  to  organizations 
directly  involved  with  drug  abuse  prevention.  All  our 
auxiliaries  have  had  some  type  of  project  concerned 
with  prevention  of  abuse  of  drugs.  The  response  to  a 
questionnaire  distributed  at  the  conclusion  of  the 
meeting  indicated  a unanimous  desire  to  have  this 
type  of  meeting  again. 

Our  new  beautiful  membership  brochure  was  un- 
veiled in  January.  This  is  a “first”  for  OSMAA.  The 
brochure  was  a result  of  several  months’  research  by 
our  first  and  second  vice-presidents.  This  will  be  an 
excellent  membership  tool  to  renew,  recruit,  and  re- 
tain members. 

We  have  reached  an  all  time  high  for  AMA-ERF! 
We  have  surpassed  the  goal  of  $25,000  set  by  our 
chairman  and  still  have  our  Holiday  Bazaar  at  Shan- 
gri-La. We  will  be  distributing  checks  at  the  annual 


meeting  to  Oklahoma  medical  schools  totaling 
$27,340.01! 

February  is  traditionally  the  month  for  our  Legis- 
lative Day,  and  this  year  was  no  exception.  “The 
Changing  Face  of  Medicine  1984”  was  the  title  chosen 
by  our  co-chairmen  for  this  outstanding  program.  For- 
tunately, the  weather  was  beautiful,  and  we  had  a 
record  attendance. 

Our  new  organ  donor  awareness  prints  were  ready 
for  distribution  mid-April.  The  print  is  one  designed 
by  Julie  Blackstone,  a Shawnee  auxilian.  We  had 
enough  printed  for  every  tag  agency  in  the  state.  We 
are  requesting  the  print  be  framed  by  the  county 
auxiliary  or  member-at-large  so  it  will  hold  a perma- 
nent place  on  the  wall  of  the  tag  agency. 

I have  felt  very  proud  as  I have  traveled  across 
Oklahoma  this  past  year  to  eleven  of  our  sixteen 
county  auxiliaries  and  heard  their  reports  on  ac- 
tivities. Their  community  health  projects  have  been 
outstanding.  They  have  worked  hard  for  AMA-ERF 
and  the  Nurses’  Loan  Fund.  They  have  become  more 
involved  in  legislation,  honored  their  spouses,  and 
had  fun  on  Doctors’  Day.  Whatever  we  accomplish 
depends  on  the  county  members.  The  county  is  where 
the  work  is  done. 

Our  membership  stands  at  1,372  — an  increase  of 
45  members  from  last  year.  The  majority  of  the  in- 
crease in  members  is  in  resident  physician  and  med- 
ical student  spouses. 

I want  to  express  appreciation  to  my  family  who 
have  supported  me  so  wonderfully.  As  many  of  you 
know,  I have  involved  each  one.  They  have  done  art 
work  for  me,  listened  to  speeches,  corrected  articles 
I have  written,  given  advice,  shared  the  frustrations, 
and  celebrated  with  me  when  events  went  as  planned. 
I especially  want  to  thank  my  husband  who  has  pa- 
tiently tolerated  my  total  involvement  with  auxiliary 
this  past  year.  I also  appreciate  the  many  hours  he 
spent  developing  and  printing  auxiliary  pictures  for 
me  and  running  the  projector  for  Dr  Schuchard’s  pre- 
sentation. 

I would  also  like  to  thank  the  association  for  the 
support  we  have  received  the  past  year.  In  addition 
to  assisting  the  auxiliary  financially  at  our  “Conflu- 
ence ’83,”  the  OSMA  sent  our  community  health 
chairman  to  Chicago  to  attend  the  AMA  Seminar, 
“The  Impact  of  Lifestyles  on  Child  and  Adolescent 
Health.”  OSMA  also  paid  for  our  legislative  co-chair- 
man to  attend  an  AMA  health  legislation  workshop 
in  San  Diego.  We  have  experienced  increased  team- 
work between  the  OSMA  and  the  OSMAA  this  past 
year  — certainly,  one  of  our  important  goals,  because 
we  can  do  more  together.  Our  futures  depend  on  it! 

This  has  certainly  been  a wonderful  year  for  the 
Oklahoma  State  Medical  Association  Auxiliary  and 
for  me  personally.  I thank  each  auxilian  and  physi- 
cian for  this.  I have  felt  deeply  honored  to  be  their 
president.  I have  worn  my  president’s  pin  with  great 
pride. 

Thank  you. 
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SPECIAL  REPORT 

Reference  Committee  I 

Subject:  OSMA  Auxiliary 
Presented  by:  John  W.  Records,  MD,  and 
George  H.  Garrison,  MD 
Referred  to:  Reference  Committee  I 

The  first  Women’s  Auxiliary  to  any  medical  organi- 
zation was  the  Pottawatomie  County  Auxiliary 
formed  in  April,  1907  at  Shawnee,  Oklahoma,  with 
the  purpose  of  “promoting  friendly  relations  among 
physicians’  wives  and  to  foster  the  interests  of  the 
medical  profession.” 

When  the  group  met  to  discuss  plans  for  entertain- 
ing the  visiting  physicians’  wives  at  the  annual  meet- 
ing in  Shawnee  of  the  newly  formed  Oklahoma  State 
Medical  Association  in  May,  they  decided  to  send 
invitations  to  all  physicians’  wives  in  the  state  to 
come  to  this  meeting  to  consider  forming  a state  au- 
xiliary. This  was  formally  done  May  15,  1907  as  the 
Women’s  Auxiliary  to  the  Oklahoma  State  Medical 
Association  with  essentially  the  same  stated  purpose 
as  the  Pottawatomie  County  group. 

The  Pottawatomie  County  Auxiliary  set  out  im- 
mediately to  fulfill  its  purpose  by  meeting  together, 
becoming  better  acquainted  and  more  friendly.  Very 
soon  they  established  an  “Emergency  Closet”  with 
sickroom  supplies  for  people  who  could  not  afford  to 
buy  them. 

In  the  following  years,  with  more  county  au- 
xiliaries and  increased  numbers  of  members,  their 
objectives  included  self-education  in  community 
needs  in  health  problems  and  joining  other  organiza- 
tions to  assist  in  their  health  programs  and  volunteer- 
ing in  charitable  agencies. 

The  first  Oklahoma  State  Auxiliary  ceased  to  func- 
tion in  1916.  A national  auxiliary  was  organized  in 
St  Louis,  Missouri,  in  1922. 

In  1925  Mrs  E.  P.  Allen  and  45  other  physicians’ 
wives  reorganized  as  the  Women’s  Auxiliary  to  the 
Oklahoma  State  Medical  Association  with  basically 
the  same  objectives  and  purposes  as  adopted  by  the 
first  auxiliary  in  1907. 

The  Auxiliary  demonstrated  its  ability  to  function 
as  a public  relations  body  for  the  medical  association. 

From  the  mid-1980s  until  the  Wagner-Murry-Din- 
gall  bill  was  finally  defeated,  it  was  necessary  for 
the  auxiliary  members  to  educate  themselves  to  the 
hazards  of  socialized  medicine  and  transmit  that  in- 
formation to  the  public.  It  was  then  that  public  rela- 
tions and  a knowledge  of  the  effect  of  legislative  ac- 
tivities on  the  future  of  the  practice  of  medicine  be- 
came more  seriously  pursued. 

In  1948  the  Auxiliary  established  a Nurses  Loan 
Fund  for  students  in  training  which  continues  to  op- 
erate very  effectively. 

When  in  1952  the  AMA-ERF  (American  Medical 
Association  Educational  and  Research  Foundation) 
was  approved  as  a very  practical  means  of  raising 
money  to  aid  medical  students  and  medical  colleges 


nationally,  the  state  auxiliary  elected  to  join  this 
effort.  It  has  been  very  successful  in  enabling  the 
auxiliary  in  1983  alone  to  contribute  $25,200  to  the 
University  of  Oklahoma  for  this  purpose. 

The  strength  of  the  state  auxiliary  lies  in  the  spirit 
of  cooperation  of  the  members  of  each  county  group 
and  the  willingness  of  all  members  to  give  of  their 
time,  talents,  and  enthusiasm  to  fulfill  the  complete 
purpose  of  the  auxiliary  to  the  Oklahoma  State  Med- 
ical Association. 

(Please  see  Resolution  #13.) 

Respectfully  submitted, 

John  W.  Records,  MD 
George  H.  Garrison,  MD 


Oklahoma  State  Medical  Association 
House  of  Delegates 

Resolution:  2 
(Not  adopted! 

Introduced  by:  Cleveland-McClain  County 
Medical  Society 

Subject:  Outpatient  Psychiatric  Coverage 
Referred  to:  Reference  Committee  I 

Whereas,  Psychiatric  care  is  a basic  and  essential 
part  of  medical  care;  and 
Whereas,  PLICO  does  not  provide  for  the  pay- 
ment of  outpatient  psychiatric  services;  and 
Whereas,  The  House  of  Delegates  is  the  official 
representative  body  of  the  OSMA  membership;  now 
therefore  be  it 

Resolved , That  the  House  of  Delegates  hereby  in- 
structs the  Board  of  Directors  of  PLICO  to  modify  its 
PLICO  Health  policy  to  include  coverage  for  outpa- 
tient psychiatric  services,  and  be  it  further 
Resolved , That  the  coverage  become  effective  on 
the  anniversary  of  the  first  policy  due  for  renewal  in 
1985. 


Oklahoma  State  Medical  Association 
House  of  Delegates 

Substitute  Resolution 
(Adopted) 

Introduced  by  Committee  I 

Subject:  Outpatient  Psychiatric  Coverage 

Referred  to:  OSMA  House  of  Delegates 

Resolved,  That  the  House  of  Delegates  hereby  re- 
quests the  Board  of  Directors  of  PLICO  to  study  its 
PLICO  Health  policy  in  regard  to  possible  outpatient 
psychiatric  coverage. 
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American  Medical  Association 
House  of  Delegates 

Resolution:  5 
(Adopted) 

Introduced  by:  Oklahoma  Delegation 
Subject:  Late  Resolutions 
Referred  to:  Reference  Committee  I 

Resolved , That  it  is  the  sense  of  this  House: 

a)  That  the  Board  of  Trustees  and  the  Councils 
be  commended  for  the  quality  and  timeliness 
of  the  reports  submitted  to  the  House;  and 

b)  That  those  organizations  and  sections 
privileged  by  the  rules  of  the  House  to  submit 
business  after  the  general  deadline  for  res- 
olutions be  encouraged  to  exercise  restraint  in 
the  number  of  items  submitted;  and 

c)  That  all  resolutions,  and  in  particular  res- 
olutions submitted  following  the  general  dead- 
line, be  accompanied  by  thoughtful  fiscal  notes; 
and 

d)  That  AMA  Staff  be  encouraged  to  provide  spec- 
ial support  to  the  Hospital  Staff,  Medical  Stu- 
dents, and  Residents  Sections  so  that  they  may 
have  ready  access  to  existing  AMA  policy;  and 

e)  That  this  resolution  be  communicated  to  all 
organizations  and  sections  whose  resolutions 
were  not  included  in  the  1984  Annual  Meeting 
Delegate’s  Handbook  mailed  to  members  of  the 
House  of  Delegates. 


Oklahoma  State  Medical  Association 
House  of  Delegates 

Resolution:  10 
(Adopted  as  amended) 

Introduced  by:  Oklahoma  Delegation  to  AMA 
Subject:  Potential  Effect  of  Federal  Legislation 
Mandating  Extended  Fee  Freeze  on 
Voluntary  Freeze 

Referred  to:  Reference  Committee  I 

Whereas,  The  physicians  of  the  American  Medi- 
cal Association  and  of  numerous  State  Medical  As- 
sociations, including  the  Oklahoma  State  Medical 
Association,  have  strongly  supported  the  voluntary 
one-year  freeze  of  their  fees,  requested  by  these  As- 
sociations; and 

Whereas,  the  Congress  of  the  United  States  may 
consider  legislation  encompassing  mandatory  as- 
signment for  Medicare  beneficiaries  coupled  with  a 
one-year  to  two-year  freeze  of  fees,  beginning  June 
30, 1984,  depending  on  the  intention  of  the  individual 
physician  to  accept  or  not  accept  assignment  in  100% 
of  his  Medicare  patients;  and 
Whereas,  This  legislation,  if  enacted,  would 
lengthen  the  physician  fee  freeze  far  beyond  the  dates 
intended  by  the  respective  Associations,  potentially 
as  late  as  July  1,  1986;  now  therefore  be  it 
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Resolved , That  in  the  event  of  enactment  of  such 
onerous  legislation  as  the  mandatory  assignment 
amendment,  the  Oklahoma  State  Medical  Associa- 
tion may  immediately  rescind  the  voluntary  fee 
freeze,  in  the  interest  of  appropriate  individual  fee 
adjustments,  if  desired,  in  anticipation  of  the  effects 
of  inflation  and  other  factors  during  the  mandatory 
fee  freeze  period. 


Oklahoma  State  Medical  Association 
House  of  Delegates 

Resolution:  11 
(Withdrawn) 

Introduced  by:  Oklahoma  Delegation  to  the  AMA 
Subject:  Potential  Effect  of  Federal  Legislation 
Mandating  Extended  Fee  Freeze  on 
Voluntary  Freeze 

Referred  to:  Reference  Committee  I 

Whereas,  The  physicians  of  the  American  Medi- 
cal Association  and  of  numerous  State  Medical  As- 
sociations, including  the  Oklahoma  State  Medical 
Association,  have  strongly  supported  the  voluntary 
one-year  freeze  of  their  fees,  requested  by  these  As- 
sociations; and 

Whereas,  The  Congress  of  the  United  States  has 
enacted  legislation  encompassing  mandatory  assign- 
ment for  Medicare  beneficiaries  coupled  with  a one- 
year  to  two-year  freeze  of  fees,  beginning  June  30, 
1984,  depending  on  the  intention  of  the  individual 
physician  to  accept  or  not  accept  assignment  in  100% 
of  his  Medicare  patients;  and 

Whereas,  This  legislation  will  lengthen  the  physi- 
cian fee  freeze  far  beyond  the  dates  intended  by  the 
respective  Association,  potentially  as  late  as  July  1, 
1986;  now  therefore  be  it 

Resolved,  That  the  Oklahoma  State  Medical  As- 
sociation immediately  rescind  the  voluntary  fee 
freeze,  in  the  interest  of  appropriate  individual  fee 
adjustments,  if  desired,  in  anticipation  of  the  effects 
of  inflation  and  other  factors  during  the  mandatory 
freeze  period;  and  be  it  further 

Resolved,  That  the  American  Medical  Association 
be  petitioned,  by  similar  resolution,  to  terminate 
forthwith  its  voluntary  fee  freeze. 


Oklahoma  State  Medical  Association 
House  of  Delegates 

Resolution:  13 
(Adopted) 

Introduced  by:  John  W.  Records,  MD,  and 
George  Garrison,  MD 
Subject:  OSMA  Auxiliary 
Referred  to:  Reference  Committee  I 

Whereas,  The  Oklahoma  State  Medical  Associa- 
tion Auxiliary  has  remained  true  to  its  original  pur- 
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pose  of  assisting  the  medical  profession  and  the 
people  of  Oklahoma  to  develop  the  best  possible  med- 
ical services;  and 

Whereas,  It  has  repeatedly  assisted  in  medical 
public  relations;  and; 

Whereas,  It  was  the  founder  of  the  Student 
Nurses  Loan  Fund  in  1948;  and 

Whereas,  Since  1952  the  auxiliary  has  efficiently 
directed  the  course  of  the  AMA-ERF  (American  Med- 
ical Association  Educational  and  Research  Fund)  in 
Oklahoma;  and 

Whereas,  The  support  from  the  Auxiliary  has 
been  in  many  other  areas;  now  therefore  be  it 

Resolved,  That  the  Oklahoma  State  Medical  As- 
sociation hereby  recognizes  and  is  deeply  appre- 
ciative of  the  pioneering  spirit  of  the  Auxiliary  and 
the  innumerable  services  it  has  rendered  to  the  physi- 
cians and  to  the  State  of  Oklahoma.  May  it  long 
continue. 


Oklahoma  State  Medical  Association 
House  of  Delegates 

Resolution:  14 
(Not  adopted) 

Introduced  by:  Council  on  Medical  Services 
Subject:  Expanding  PLICO  into  the  Area  of  Contract 
Medicine 

Referred  to:  Reference  Committee  I 

Whereas,  Costs  of  medical  care  continue  to  esca- 
late at  a pace  consistent  with  other  segments  of  the 
economy  in  the  United  States,  and  there  is  a growing 
concern  with  the  cost  of  health  care;  and 

Whereas,  The  media  and  Congress  seem  increas- 
ingly inclined  to  single  out  health  care  costs  as  the 
major  factor  of  the  inflationary  burden;  and 

Whereas,  Federal  agencies,  insurance  companies, 
hospitals,  and  other  health-related  groups  are  de- 
veloping and  marketing  prepaid  medical  plans  which 
theoretically  are  designed  to  reverse  the  trend  of  in- 
creasing costs;  and 

Whereas,  Physicians  in  Oklahoma  find  them- 
selves assailed  from  all  sides  with  a variety  of  newly 
developed  contract  medicine  options,  eg  Prudent 
Purchaser  Options,  Health  Maintenance  Organiza- 


tions, and  Independent  Practice  Associations;  and 
Whereas,  Physicians  find  themselves  uncertain 
as  to  the  most  appropriate  course  to  follow  and  the 
most  beneficial  type  of  contract  to  sign;  and 
Whereas,  For  a variety  of  reasons,  physicians  do 
not  have  complete  trust  or  confidence  in  the  motives 
and  intentions  of  many  third-party  promoters  of  con- 
tract medical  plans;  now  therefore  be  it 
Resolved,  That  the  Oklahoma  State  Medical  As- 
sociation, through  its  House  of  Delegates,  urges  the 
Physicians  Liability  Insurance  Company  (PLICO)  to 
consider  developing  as  rapidly  as  possible  competi- 
tive health  insurance  programs  that  would  be  mar- 
keted in  contractual  relationships  with  hospitals  and 
physicians  and  that  would  present  the  opportunity 
for  physicians  in  the  State  of  Oklahoma  to  enter  into 
such  contracts  in  the  state  of  trust  and  harmony  be- 
tween PLICO  and  the  said  physicians  of  the  Okla- 
homa State  Medical  Association;  and  be  it  further 
Resolved,  That  because  of  the  unique  position  that 
PLICO  holds,  ie  having  the  best  interest  of  patients, 
as  well  as  the  best  interest  of  physicians  in  mind, 
there  is  an  excellent  opportunity  for  PLICO  to  fill 
the  creative  leadership  and  idealistic  role  in  provid- 
ing health  care  financing  at  a reasonable  cost  in  a 
fair  and  honorable  manner. 


Oklahoma  State  Medical  Association 
House  of  Delegates 

Substitute  Resolution 
(Adopted) 

Introduced  by:  Reference  Committee  I 
Subject:  Expanding  PLICO  into  the  Area  of 
Contract  Medicine 

Referred  to:  OSMA  House  of  Delegates 

Resolved,  That  the  Oklahoma  State  Medical  As- 
sociation, through  its  House  of  Delegates,  urges  the 
Physicians  Liability  Insurance  Company  (PLICO)  to 
study  the  feasibility  of  a competitive  health  insur- 
ance program  that  could  be  marketed  in  contractual 
relationships  with  hospitals  and  physicians  in  the 
State  of  Oklahoma,  and  with  the  same  degree  of  trust 
and  harmony  that  exists  between  PLICO  and  the 
said  physicians  of  the  Oklahoma  State  Medical  As- 
sociation. 


Report  of 

REFERENCE  COMMITTEE  II 


Presented  by:  Lanny  F.  Trotter,  MD,  Chairman 

Mr  Speaker  and  Members  of  the  House  of  Delegates: 
Reference  Committee  II  gave  careful  consideration 
to  the  several  items  referred  to  it  and  submits  the 
following  report: 

(1)  Report  of  the  Council  on  Public  and  Profes- 
sional Relations 


Recommendation: 

Mr  Speaker,  your  Reference  Committee  commends 
the  council  on  effectively  carrying  out  those  duties 
which  were  assigned  to  it  last  year  and  recommends 
that  the  Report  of  the  Council  on  Public  and  Profes- 
sional Relations  be  adopted. 

Mr  Speaker,  your  Reference  Committee  recommends 
adoption  of  this  portion  of  the  report. 
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(2)  Report  of  the  President 

Recommendation: 

Mr  Speaker,  your  Reference  Committee  would  like 
to  express  its  appreciation  and  deepest  gratitude  for 
the  excellent  leadership  that  George  H.  Kamp,  MD, 
has  provided  throughout  the  past  year  and  we  recom- 
mend that  the  Report  of  the  President  be  filed  for 
information. 

Mr  Speaker,  your  Reference  Committee  recommends 
that  this  portion  of  the  Report  of  the  President  be  filed 
for  information. 

(3)  Report  of  the  President-Elect 

Recommendation: 

Mr  Speaker,  your  Reference  Committee  recom- 
mends that  the  Report  of  the  President-Elect  be  filed 
fcr  information. 

Mr  Speaker,  your  Reference  Committee  recommends 
that  this  portion  of  the  Report  of  the  President-Elect 
be  filed  for  information. 

(4)  Report  of  the  Council  on  Public  and  Mental 
Health 

Recommendation: 

Mr  Speaker,  your  Reference  Committee  considered 
the  Report  of  the  Council  on  Public  and  Mental 
Health  and  would  like  to  express  its  appreciation  for 
a job  well  done  and  recommends  that  the  report  be 
adopted  with  the  following  changes: 

On  page  2,  line  5,  Section  B,  after  the  title  “Mater- 
nal Mortality  Committee,”  delete  lines  5 through  7 
and  insert  “The  annual  report  is  attached  for  your 
information.” 

On  page  2,  line  18,  after  the  word  “report,”  delete 
the  remaining  portion  of  that  paragraph  through  line 
22  and  insert  the  following: 

The  task  force  deserves  special  commendation  for 
its  efforts  in  developing  a comprehensive  plan  for 
perinatal  care. 

It  is  recommended  that  the  Oklahoma  State  Med- 
ical Association  support  Governor  George  Nigh’s  plan 
to  create  by  executive  proclamation  an  advisory  com- 
mittee on  perinatal  care  in  Oklahoma  and  that  the 
advisory  committee  work  with  the  State  Department 
of  Health,  the  OSMA,  and  the  private  sector  in  de- 
veloping a financing  and  implementation  plan  for 
perinatal  care  in  the  state. 


(5)  Report  of  the  Council  on  Medical  Education 

Recomendation: 

Mr  Speaker,  your  Reference  Committee  would 
again  like  to  express  its  appreciation  for  the  excep- 
tional manner  in  which  the  council  conducted  its 
activities  for  1983  and  recommends  that  the  Report 
of  the  Council  on  Medical  Education  be  adopted. 

Mr  Speaker,  your  Reference  Committee  recommends 
adoption  of  this  portion  of  the  report. 


(6)  Report  of  the  Journal  of  the  Oklahoma  State 
Medical  Association 

Recommendation: 

Mr  Speaker,  your  Reference  Committee  would  like 
to  commend  the  OSMA  Journal  and  its  editorial  staff 
for  again  publishing  one  of  the  most  respected  med- 
ical journals  in  America  and  recommends  that  the 
Report  of  the  Journal  of  the  Oklahoma  State  Medical 
Association  be  adopted. 

Mr  Speaker,  your  Reference  Committee  recommends 
adoption  of  this  portion  of  the  report. 

(7)  Resolution  1 — Viet  Nam  Veterans 

Recommendation: 

Mr  Speaker,  your  Reference  Committee  recom- 
mends that  Resolution  1 be  adopted. 

Mr  Speaker,  your  Reference  Committee  recommends 
adoption  of  this  portion  of  the  report. 

(8)  Resolution  6 — Cognitive  Services 
Reimbursement 

Recomendation: 

Mr  Speaker,  your  Reference  Committee  heard  ex- 
tensive testimony  concerning  the  inequities  in  reim- 
bursement to  physicians  for  diagnostic  evaluation  as 
compared  to  therapeutic  management  and  your  Re- 
ference Committee  strongly  recommends  that  Res- 
olution 6 be  adopted. 

Mr  Speaker,  your  Reference  Comm  ittee  recommends 
adoption  of  this  portion  of  the  report. 

(9)  Resolution  8 — Excess  Supply  of  Physicians 

Recomendation: 

Mr  Speaker,  your  Reference  Committee  heard  ex- 
tensive testimony  concerning  this  subject  and  in  light 
of  the  Report  of  the  Council  on  Medical  Education 
concerning  the  forthcoming  study  of  physician  man- 
power in  Oklahoma  by  the  higher  regents,  your  Refer- 
ence Committee  feels  no  strong  action  should  be  pre- 
scribed until  the  results  of  the  study  are  shown.  How- 
ever, Resolution  8 calls  on  the  American  Medical  As- 
sociation to  take  a leadership  role  in  a multi- 
disciplined  coalition  to  arrive  at  conclusions  about 
physician  manpower  needs  in  our  country.  While  the 
Reference  Committee  does  not  necessarily  endorse 
the  specific  resolves  of  the  resolution,  we  feel  that  it 
should  be  advanced  to  the  American  Medical  Associ- 
ation. Therefore,  Mr  Speaker,  your  Reference  Com- 
mittee recommends  adoption  of  Resolution  8. 

Mr  Speaker,  your  Reference  Committee  recommends 
adoption  of  this  portion  of  the  report. 

(10)  Resolution  15  — Support  For  Prudent 
Negotiations  of  Practice  Contracts 

Recommendation: 

Mr  Speaker,  your  Reference  Committee  recom- 
mends that  Resolution  15  be  adopted  with  the  follow- 
ing change: 

On  page  2,  line  2,  delete  the  word  “beneficial”  and 
insert  the  word  “appropriate.” 

Mr  Speaker,  your  Reference  Committee  recommends 
adoption  of  this  portion  of  the  report  as  amended. 


260 


Oklahoma  State  Medical  Association 


(11)  Resolution  16  — Hazards  of  Smoking 

Recommendation: 

At  the  request  of  the  author,  the  percentages  on 
line  7 should  be  changed  from  “35-40%”  to  “30-35%.” 

Resolution  16  addresses  the  hazards  of  cigarette 
smoking  and  the  ravages  of  cancer  on  people  who 
smoke.  It  encourages  physicians  to  spend  extra  time 
and  in  the  words  of  the  author,  “at  least  60  seconds,” 
in  discussing  these  hazards.  Based  on  testimony  of 
the  author  and  others,  direct  communication  from  a 
physician  to  a patient  is  the  best  way  to  instill  a 
motivation  to  stop  smoking.  Therefore,  your  Refer- 
ence Committee  recommends  that  no  time  limit  be 
placed  on  the  “extra  time”  that  is  to  be  allowed  for 
informing  patients  and  that  the  resolve  be  amended 
to  read  as  follows: 

Resolved,  That  the  Oklahoma  State  Medical  As- 
sociation House  of  Delegates  hereby  encourages  all 
physicians  to  schedule  extra  time  to  explain  the  ex- 
treme health  hazards  of  smoking  to  their  cigarette 
smoking  patients;  and  be  it  further 

Mr  Speaker,  your  Reference  Committee  recom- 
mends that  Resolution  16  be  adopted  as  amended. 

Mr  Speaker,  your  Reference  Committee  recommends 
adoption  of  this  portion  of  the  report  as  amended. 

(12)  Resolution  18  — Smokeless  Tobacco 
(Snuff  and  Chewing  Tobacco) 

Recommendation: 

Mr  Speaker,  your  Reference  Committee  considered 
the  testimony  concerning  Resolution  18  and  would 
like  to  recommend  changing  the  wording  to  add  two 
resolves  but  not  change  the  intent  of  the  resolution. 

On  line  21,  page  2,  line  4,  after  the  word  “cigaret- 
tes,” change  the  punctuation  to  a semicolon  (;)  and 
add  “be  it  further”  and  make  the  remaining  portion 
of  the  sentence  a third  resolve  which  will  read: 

Resolved,  that  Oklahoma  physicians  make  every 
effort  to  discourage  the  use  of  smokeless  tobacco,  and 
be  it  further 

Your  Reference  Committee  would  also  like  to  rec- 
ommend that  a fourth  Resolve  be  added  as  follows: 

Resolved,  that  this  resolution  be  submitted  to  the 
House  of  Delegates  of  the  American  Medical  Associ- 
ation. 

Mr  Speaker,  your  Reference  Committee  recom- 
mends that  Resolution  18  be  adopted  as  amended. 

Mr  Speaker,  your  Reference  Committee  recommends 
adoption  of  this  portion  of  the  report  as  amended. 

(13)  Resolution  19  — Commendation  of 
Edward  K.  Norfleet,  MD 

Recommendation: 

Mr  Speaker,  your  Reference  Committee  would  like 
to  take  this  opportunity  to  express  its  appreciation 
on  behalf  of  the  Oklahoma  State  Medical  Association 
for  the  faithful  service  to  both  Tulsa  County  Medical 
Society  and  the  Oklahoma  State  Medical  Association 
that  Dr  Norfleet  has  provided  for  so  many  years  and 
would  like  to  thank  the  Tulsa  County  Medical  Society 
for  its  thoughtfulness  in  this  matter  and  recommends 
that  Resolution  19  be  adopted  and  that  an  appro- 
priate plaque  be  presented. 


Mr  Speaker,  your  Reference  Committee  recommends 
adoption  of  this  portion  of  the  report. 

Mr  Speaker,  Reference  Committee  II  recommends 
adoption  of  this  report  as  a whole. 

Mr  Speaker,  this  concludes  the  Report  of  Reference 
Committee  II.  Your  Reference  Committee  wishes  to 
thank  all  who  participated  in  the  hearing  and  contri- 
buted to  the  preparation  of  this  report. 

Respectfully  submitted, 

Lanny  F.  Trotter,  MD,  Chairman 
Gary  G.  Evans,  MD 
Charles  R.  Gibson,  MD 
David  M.  Selby,  MD 
Mary  Anne  McCaffree,  MD 
Ralph  W.  Richter,  MD 
Harold  Smith,  MD 
Rick  Ernest,  Staff 
Susan  Meeks,  Staff 


Report  of  the 

COUNCIL  ON  PROFESSIONAL 
AND  PUBLIC  RELATIONS 

Reference  Committee  II 

Subject:  Annual  Report 

Presented  by:  M.  Joe  Crosthwait,  MD, 

Chairman 

Referred  to:  Reference  Committee  II 

Introduction: 

The  Council  on  Professional  and  Public  Relations 
is  responsible  for  the  internal  and  external  communi- 
cations program  of  the  Oklahoma  State  Medical  As- 
sociation. The  overall  goals  of  the  council  are  (1)  to 
improve  and  maintain  communication  and  under- 
standing among  Oklahoma  physicians,  their  pa- 
tients, and  the  public,  and  (2)  to  keep  members  in- 
formed about  programs,  policies,  and  activities  un- 
dertaken by  the  association  and  by  other  organiza- 
tions affecting  the  practice  of  medicine  in  Oklahoma. 

Review  of  Activities: 

During  the  past  year  the  public  relations  and  pro- 
fessional relations  programs  have  concentrated  in 
these  areas:  improvement  of  communication  between 
physicians  and  their  patients;  development  of  a closer 
relationship  between  the  OSMA  and  medical  stu- 
dents; the  commitment  by  OSMA  to  encourage  the 
membership  to  take  special  consideration  of  the  fi- 
nancial difficulties  experienced  by  some  patients  due 
to  the  nation’s  economy;  and  sponsorship  of  public 
service  activities.  All  programs  were  conducted  in 
accordance  with  the  general  program  approved  by 
the  House  of  Delegates  in  1983. 

Despite  an  OSMA  staff  vacancy  during  the  last 
quarter  of  1983,  the  council  made  significant  progress 
in  carrying  out  its  programs. 

Here  are  some  of  the  council’s  accomplishments: 

1.  Improvement  of  Communication  Between 
Patient  and  Physician:  The  council’s  Medical  Up- 
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date  series  continues  to  provide  a valuable  service 
to  patients  by  offering  not  only  health-related  infor- 
mation but  also  suggestions  for  cost  effectiveness. 
Perhaps  the  most  successfully  received  Medical  Up- 
dates this  year  outline  appropriate  use  of  the 
emergency  department. 

In  addition,  the  council  prepared  and  distributed 
over  40,000  Patient  Survey  brochures.  The  surveys 
enabled  physicians  to  analyze  their  methods  of  prac- 
tice through  the  compliments  and  constructive  criti- 
cism of  their  patients. 

2.  Consideration  of  a Patient’s  Financial  Prob- 
lems: The  council  acted  quickly  to  support  the  OSMA 
resolution  encouraging  physicians  to  consider  the  fi- 
nancial needs  of  patients  during  these  difficult 
economic  times.  A special  edition  of  the  OSMA  News, 
sent  to  the  entire  membership,  included  an  explana- 
tion of  the  resolution,  a sample  letter  for  physicians 
to  send  to  their  patients,  and  the  experience  of  other 
state  associations  in  dealing  with  this  problem. 

In  addition,  over  10,000  Medical  Updates  explain- 
ing the  importance  of  continuing  medical  treatment 
and  the  willingness  of  physicians  to  accommodate  a 
patient’s  financial  situation  were  distributed. 

3.  Relations  Between  OSMA  and  Medical  Stu- 
dents: The  council  is  very  pleased  to  report  the 
growth  of  the  OSMA  student  program.  Fifty-eight 
medical  students  are  now  members  of  the  OSMA. 
Indeed,  these  students  will  seek  official  designation 
as  the  OSMA  Medical  Student  Section  during  the 
annual  meeting. 

Student  enthusiasm  for  the  OSMA  is  such  that 
they  now  have  assumed  most  logistical  and  organiza- 
tional responsibilities  for  the  popular  “roundtable” 
discussion  series  and  annual  recruitment  picnics  in 
both  Oklahoma  City  and  Tulsa. 

The  council  strongly  feels  this  investment  in  med- 
ical students  will  produce  significant  dividends  for 
our  organization. 

4.  Public  Service  Activities:  “None  for  the 
Road,”  an  anti-drunk  driving  film  produced  by  the 
Oklahoma  Highway  Patrol  and  cosponsored  by  the 
OSMA  has  been  completed  and  is  in  distribution  to 
television  stations,  civic  groups,  and  schools. 

The  association  also  served  as  cosponsor  for  the 
annual  Easter  Party  organized  by  Oklahoma  Preven- 
tion of  Child  Abuse. 

The  council  will  continue  to  support  such  approp- 
riate public  service  projects. 

Objectives: 

The  Council  on  Professional  and  Public  Relations 
has  formulated  a set  of  objectives  designed  to  ac- 
complish the  goals  stated  earlier  in  this  report.  To 
achieve  these  objectives,  the  council  requests  that 
the  activities  listed  in  the  recommendations  section 
of  the  report  be  approved.  A description  of  these  objec- 
tives and  recommended  activities  follows. 

1.  Objective:  Communicate  to  the  public  the 
benefits  of  developing  healthy  living  habits  and 
making  informed  decisions  about  medical  care. 
The  council  recommends  that  this  type  of  information 
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be  conveyed  publicly  by  OSMA  through  radio  public 
service  announcements  (PSAs)  and  the  Medical  Up- 
date brochure  series. 

The  council  also  recommends  the  production  of  a 
new  series  of  television  public  service  announce- 
ments. However,  in  this  time  of  cost  consciousness, 
the  council  stipulates  that  production  costs  for  such 
a project  not  exceed  $5,000. 

2.  Objective:  Establish  an  OSMA  Speakers 
Bureau.  The  council  recommends  the  creation  of  an 
OSMA  Speakers  Bureau  whose  function  would  be  to 
bring  the  message  of  organized  medicine  to  in- 
terested medical,  civic,  church,  and  school  groups. 

The  Bureau’s  goals  are:  (1)  to  clearly  demonstrate 
the  physician’s  involvement  with  the  total  communi- 
ty; (2)  to  educate  these  groups  to  the  complexity  of 
the  medical/economic  issues  facing  our  country;  and 
(3)  to  emphasize  the  necessity  for  a partnership  be- 
tween the  medical  community  and  the  public  in  find- 
ing solutions  to  these  problems. 

The  council  feels  the  expertise  of  our  retired  mem- 
bers should  be  utilized  in  the  formation  of  the 
Bureau. 

The  council  also  recommends  the  OSMA  investi- 
gate the  cost  of  producing  a slide  presentation  which 
explains  organized  medicine’s  role  in  striving  to 
maintain  the  high  quality  of  medical  care  in  this  era 
of  diminishing  economic  resources. 

With  cost  containment  in  mind,  the  council  recom- 
mends a budget  limit  of  $2,500  for  the  proposed  slide 
presentation. 

3.  Objective:  Continue  OSMA  Medical  Stu- 
dent Programs.  The  council  recommends  continued 
support  of  the  roundtable  discussions  and  recruiting 
picnics  in  both  Oklahoma  City  and  Tulsa  that  have 
proven  to  be  a successful  introduction  of  medical  stu- 
dents to  the  OSMA. 

The  council  also  wishes  to  formally  acknowledge 
the  untiring  work  of  Wilson  D.  Steen,  PhD,  Univer- 
sity of  Oklahoma  Department  of  Family  Practice,  in 
establishing  the  OSMA  student  programs. 

4.  Objective:  Continue  to  enhance  the  associa- 
tion’s image  and  contribute  to  the  public’s  well- 
being through  sponsorship  of  community  ser- 
vice projects.  The  council  recommends  that  OSMA 
continue  its  financial  support  of  community  service 
projects,  such  as  the  Oklahoma  Prevention  of  Child 
Abuse  annual  Easter  Party  and  summer  swim  party. 
OSMA  receives  favorable  publicity  through  its  spon- 
sorship while  providing  a worthwhile  service  to  those 
who  benefit  from  the  projects.  The  council  recom- 
mends that  OSMA  select  a maximum  of  four  commu- 
nity service  projects  for  1983-84. 

5.  Objective:  Continue  to  provide  OSMA  mem- 
bers with  up-to-date  information  on  scientific, 
legal,  and  professional  developments  affecting 
the  practice  of  medicine.  The  council  recommends 
that  OSMA  continue  to  publish  the  OSMA  Journal 
and  the  OSMA  News  on  a regular  basis  in  order  to 
keep  members  fully  informed  about  key  issues  re- 
lated to  health  care  and  the  practice  of  medicine. 

Recommendations: 

Specific  recommendations  of  the  Council  on  Profes- 
sional and  Public  Relations  for  the  1984-85  year, 
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along  with  budgetary  requirements,  are  as  follows: 


A.  Produce  Medical  Update 

brochures $ 3,000.00 

B.  Distribute  radio  public 

service  announcements 500.00 

C.  Conduct  student  and  resi- 

dent communication  pro- 
grams   4,000.00 

D.  Sponsor  community  service 

projects 1,000.00 

E.  Publish  OSMA  News 6,500.00 

F.  Educational  activities  and 

professional  dues 2,500.00 

G.  Produce  television  public 

service  announcements 5,000.00 

H.  Produce  OSMA  slide 

presentation 2,500.00 


$25,000.00 

I.  The  contingency  fund  established  by  the  associ- 
ation several  years  ago  and  later  earmarked  for 
a campaign  against  passage  of  national  health 
insurance  totals  about  $35,000.  It  is  being  held 
in  an  interest-bearing  account.  The  council  rec- 
ommends that  the  fund  continue  to  be  held  in 
the  account. 

Respectfully  submitted, 

M.  Joe  Crosthwait,  MD,  Chairman 

Howard  A.  Bennett,  MD 

Burdge  Green,  MD 

Edward  Jenkins,  MD 

Mary  Anne  McCaffree,  MD 

G.  Craig  Pitts,  MD 

Lanny  Trotter,  MD 

Hal  Vorse,  MD 

Robert  J.  Weedn,  MD 

Kenneth  W.  Whittington,  MD 

Greg  Holt,  MSII 

M.  Michael  Sulzycki,  Staff 


Report  of  the 

COUNCIL  ON  PUBLIC  AND  MENTAL  HEALTH 

Reference  Committee  II 

Subject:  Annual  Report 

Presented  by:  George  W.  Prothro,  MD, 

Chairman 

Referred  to:  Reference  Committee  II 

Introduction: 

It  is  the  goal  of  the  Council  on  Public  and  Mental 
Health  to  provide  the  citizens  of  this  state  as  well  as 
OSMA  members  with  timely  information  regarding 
the  medical  aspects  of  public  and  mental  health  and 
to  conduct  and  oversee  needed  programs  in  these 
areas: 

Review  of  Activities: 

The  activities  of  the  Council  on  Public  and  Mental 


Health  for  the  1983-84  year  were  largely  determined 
by  the  report  of  the  council  which  was  approved  by 
the  House  of  Delegates  in  May  of  1983,  and  by  the 
committees  which  operate  under  the  council’s  guid- 
ance. The  following  is  an  update  on  the  approved 
program  for  the  Council  on  Public  and  Mental  Health 
and  the  committees  which  operate  with  the  council’s 
direction. 

A.  Health  Education  — Despite  budgetary  cut- 
backs due  to  the  economic  problem  of  the  State  of 
Oklahoma,  the  Oklahoma  Health  Education  Advis- 
ory Council  remains  a functioning  entity.  Several 
health  education  projects  supported  by  the  OSMA 
have  been  postponed  or  reduced  due  to  financial  con- 
straints. However,  the  Oklahoma  Health  Education 
Advisory  Council  continued  to  publish  a quarterly 
newsletter  in  order  to  keep  the  coalition  intact.  The 
OSMA  Council  on  Public  and  Mental  Health  con- 
tinues its  support  of  the  projects  and  newsletter  of 
the  Oklahoma  Health  Education  Advisory  Council. 

B.  Maternal  Mortality  Committee  — This  com- 
mittee is  established  by  an  Oklahoma  Statute  and 
operates  independently  of  our  council  and  the  associ- 
ation. The  annual  report  is  attached  for  your  informa- 
tion. 

C.  Perinatal  Task  Force  — The  OSMA  has  pro- 
vided support  for  the  Perinatal  Task  Force  since  its 
inception.  The  importance  of  the  Perinatal  Task 
Force,  however,  requires  a specific  placement  within 
the  OSMA  council  structure.  It  is  recommended  that 
the  support  of  the  Perinatal  Task  Force  become  an 
official  function  for  the  Council  on  Public  and  Mental 
Health  with  a member  of  the  Perinatal  Task  Force 
making  timely  reports  to  the  council. 

A summary  of  the  Perinatal  Task  Force’s  study, 
“Caring  for  Pregnant  Women  in  Oklahoma:  A State 
Plan”  is  attached  to  this  report.  It  is  recommended 
that  the  OSMA  officially  endorse  the  plan  and  work 
to  support  legislation  which  would  mandate  payment 
for  the  emergency  transportation  of  high-risk  new- 
borns (SB  425)  and  allow  the  establishment  of  Reg- 
ional Perinatal  Advisory  Committees  (SB  1822).  The 
task  force  deserves  special  commendation  for  its  ef- 
forts in  developing  a comprehensive  plan  for 
perinatal  care. 

It  is  recommended  that  the  Oklahoma  State  Med- 
ical Association  support  Governor  George  Nigh’s  plan 
to  create  by  executive  proclamation  an  advisory  com- 
mittee on  perinatal  care  in  Oklahoma  and  that  the 
advisory  committee  work  with  the  State  Department 
of  Health,  the  OSMA  and  the  private  sector  in  de- 
veloping a financing  and  implementation  plan  for 
perinatal  care  in  the  state. 

D.  Work-Related  Illness/Injury  — The  council 
will  continue  to  seek  clarification  from  the  National 
Institute  for  Occupational  Safety  and  Health  regard- 
ing their  classification  of  cardiovascular  diseases, 
lung  cancers,  and  psychological  disorders  among  the 
ten  leading  work-related  diseases. 

E.  Vietnam  Veterans  — The  council  recognizes 
the  unique  problems  experienced  by  many  due  to 
their  service  in  Vietnam.  The  council  encourages  the 
OSMA  to  express  their  concern  for  these  Vietnam 
veterans  through  support  of  the  resolution  attached 
to  this  report. 

Public  Health/Millage  Amendment — The  coun- 
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cil  recognizes  that  federal  and  state  funding  reduc- 
tions have  seriously  affected  public  health  programs 
in  our  communities.  The  council  encourages  the  ac- 
tive support  of  the  OSMA  as  indicated  in  the  attached 
resolution  for  a state  constitutional  amendment, 
scheduled  for  vote  in  August,  that  would  allow  indi- 
vidual counties  the  option  to  increase  from  2Vfe  to  5 
the  millage  necessary  to  fund  public  health  pro- 
grams. 

Recommendations: 

1.  Support  the  work  of  the  Oklahoma  Health  Edu- 
cation Advisory  Council. 

2.  Support  and  follow  the  two  resolutions  intro- 
duced by  this  council. 

3.  Continue  the  activities  of  this  council  as  out- 
lined by  this  report. 

4.  Approve  the  requested  fiscal  note  for  this  coun- 
cil. 

Budget  Requests: 


Council  and  Com- 
mittee Expenses $1,000.00 

Maternal  Mortality 

Committee 250.00 

Other  Council  Programs 
and  Internal  Educational 
Programs 1,000.00 

TOTAL  $2,250.00 


Respectfully  submitted, 

George  W.  Prothro,  MD,  Chairman 

Frank  L.  Adelman,  MD 

R.  Leroy  Carpenter,  MD 

Edgar  M.  Cleaver,  MD 

Gordon  H.  Deckert,  MD 

Sara  R.  DePersio,  MD 

Hayden  H.  Donahue,  MD 

John  W.  Drake,  MD 

Jodie  L.  Edge,  MD 

George  B.  Gathers,  Jr.,  MD 

Mark  R.  Johnson,  MD 

Joan  K.  Leavitt,  MD 

Bertha  M.  Levy,  MD 

Mary  Anne  McCaffree,  MD 

Edward  K.  Norfleet,  MD 

W.  R.  Reid,  MD 

John  E.  Ward,  MD 

Randall  Webb,  MSII 

M.  Michael  Sulzycki,  Staff 


Caring  for  Pregnant  Women  and  Their 
Children  in  Oklahoma:  A State  Plan 

The  Problem 

Oklahoma  has  the  highest  percentage  of  women  receiving  little 
or  no  prenatal  care  of  any  state  on  record.  Sixty-three  hundred  ( 6,300 ) 
pregnant  women  receive  inadequate  prenatal  care  in  Oklahoma  each 
year  The  correlation  between  inadequate  prenatal  care  and  bad 
pregnancy  outcome  is  well  documented.  Fetal  deaths,  deaths  of  new- 


born infants,  severe  life-long  handicaps,  tremendous  personal  dis- 
tress to  families,  and  a heavy  financial  burden  to  our  state  are  some 
of  the  consequences  of  insufficient  perinatal*  care. 

In  March  of  1983,  a group  of  health  care  providers,  state  health 
officials,  legislators,  and  other  interested  citizens  formed  the  State 
Task  Force  on  Perinatal  Care  to  improve  access  to  perinatal  care. 
The  Task  Force  concluded  that  if  no  changes  are  made,  each  year  — 

• Oklahoma  will  spend  $116,500,000  for  the  consequences  of 
poor  pregnancy  outcome 

• 4,200  infants  will  be  born  prematurely 

• 1,200  infants  will  die  before  birth  or  during  the  first  year  of 
their  life 

• 180  will  have  severe  long-term  handicaps 

• 450  wil  be  bom  with  birth  defects  or  genetic  problems. 

The  Potential  for  Change 

Because  many  of  these  problems  are  preventable,  the  Task  Force 
has  proposed  a comprehensive  plan  to  reduce  the  risk  of  perinatal 
death  and  disability.  The  direct  costs  of  this  plan  are  offset  by  reduc- 
tions in  the  direct  costs  of  caring  for  disabled  individuals.  More 
importantly,  the  program  will  save  lives  and  improve  the  future  for 
thousands  of  Oklahomans. 

The  State  of  Oklahoma  can  save  nearly  $20  million  each  year  in 
state  funded  services,  payments,  and  programs: 

• $722,237  yearly  state  savings  for  rehospitalization  of  infants 
during  their  first  year  of  life 

• $5,372,745  yearly  state  savings  in  special  education  for  chil- 
dren with  handicaps 

• $8,637,508  yearly  state  savings  for  handicapped  education  in 
state  schools 

• $5,192,260  yearly  state  savings  in  public  assistance  to  disabled 
and  blind  rehabilitation  program 

• additional  savings  in  state,  federal  and  community  expenses 
such  as  programs  at  Oklahoma’s  Health,  Human  Services  and 
Mental  Health  Departments,  portions  of  AFDC  payments,  etc. 

• implementation  of  this  plan  costs  less  than  $5,000,000  — a 
net  savings  of  15.2  M tax  dollars  yearly. 

What  These  Changes  Could  Mean  For  Our  Children  and 
Families 

A commitment  to  establish  a comprehensive  perinatal  care  pro- 
gram in  our  state  will  make  it  possible  to: 

• improve  pregnancy  outcome  by  preventing  death  and  disabil- 
ity in  Oklahoma’s  children 

• improve  access  to  sophisticated  maternal  and  child  health  care 

• improve  the  chances  for  healthy  survival  of  many  premature 
and  low  birthweight  babies 

• significantly  reduce  the  number  of  long-term  handicaps 
among  our  children 

• reduce  the  costs  incurred  by  families  to  care  for  seriously  ill 
infants  and  children. 

What  This  State  Perinatal  Plan  Would  Do 

This  plan  proposes  a series  of  well-coordinated  components  to 
achieve  the  best  care  possible  for  pregnant  women  and  their  infants 
in  Oklahoma.  It  would: 

• Establish  six  state  perinatal  planning  and  education  regions 

• Develop  inexpensive  prenatal  outpatient  clinics  in  under- 
served areas 

• Upgrade  inpatient  care  facilities  and  equipment  to  care  for 
at-risk  mothers 

• Organize  perinatal  education  for  health  care  workers 

• Improve  infant  emergency  transportation  to  care  facilities 

• Save  costs  by  transporting  recovering  infant  back  to  home 
community  for  future  care 

• Establish  a uniform  system  to  screen  for  high-risk  mothers 
•The  perinatal  period  includes  pregnancy  and  the  first  month  of  life 
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• Follow-up  on  high  risk  infant 

• Educate  the  women  of  Oklahoma  about  the  necessity  for  and 
availability  of  prenatal  care 

• Developing  a pregnancy  support  program  for  at-risk  mothers 

• Initiate  and  combine  state,  federal,  and  private  funding  of 
pregnancy  care  to  ensure  services  are  available  to  all  women. 


The  Report  of  the  Maternal  Mortality  Committee 
of  the  Council  on  Public  and  Mental  Health 

The  Maternal  Mortality  Committee  reviewed  seven  cases.  One 
case  was  from  1970  and  two  cases  each  year  from  1980,  1982,  and 
1983.  Five  of  the  women  were  white,  one  black  and  one  American 
Indian.  The  ages  ranged  from  a low  of  14  to  a high  of  43,  with  a 
mean  age  of  23  years.  Four  of  the  deaths  were  direct  obstetric  deaths, 
two  deaths  were  indirect,  and  one  was  a nonobstetric  death.  Of  the 
seven  deaths,  two  were  determined  not  to  have  preventable  factors. 
Of  the  five  deaths  with  preventable  factors,  two  were  due  to  religious 
convictions.  The  causes  of  death  were:  toxemia,  congestive  heart 
failure,  anesthesia  complication,  hemorrhage,  sepsis,  drug  overdose, 
and  a pulmonary  embolus.  Five  of  the  deaths  had  an  autopsy  per- 
formed. The  perinatal  outcome  of  the  cases  resulted  in  two  live 
births,  two  fetal  deaths,  one  early  fetal  death,  and  two  cases  of 
postpartum  death  where  the  perinatal  outcome  was  not  stated. 

For  many  years,  maternal  mortality  was  a major  concern  of  preg- 
nancy. Changes  in  the  provision  of  care  to  women  during  pregnancy 
and  delivery,  and  investigation  into  the  causes  of  maternal  deaths 
have  led  to  reductions  in  maternal  mortality.  The  maternal  mortality 
rate  in  Oklahoma  for  1950  was  95.1  deaths  per  100,000  live  births; 
for  the  period  1975-1979  the  rate  was  16.76  deaths  per  100,000  live 
births.  This  represents  a decrease  of  82.38  percent.  Although  this 
decline  in  Oklahoma’s  maternal  mortality  represents  great  improve- 
ment, the  Oklahoma  rate  of  16.76/100,000  for  1975-1979  is  nearly 
two  times  the  US  rate  of  9.6/100,000  for  1978.  The  need  for  continued 
improvement  is  clear. 


Table  1 

Maternal  Deaths  by  Cause  and  Decade 
Oklahoma,  1950-1979 
(Percent  Distribution) 

Total 

1950- 

All  Races 
Decade 
1950-  1960- 

1970 

Causes 

1979 

1959 

1969 

1979 

Obstetric 

Hemorrhage 

24.4 

27.2 

22.1 

18.5 

Toxemia 

17.1 

20.5 

12.8 

12.6 

Abortion 

8.7 

8.7 

9.3 

7.8 

Puerperal 

Infection 

7.2 

3.5 

9.9 

15.5 

Ectopic  Pregnancy 

7.0 

6.2 

5.8 

11.7 

Amniotic  Fluid 
Embolism 

4.3 

1.7 

8.7 

5.8 

Pulmonary 

Embolism 

4.3 

4.2 

5.8 

1.9 

Anesthetic 

Complication 

5.2 

4.8 

6.4 

4.9 

Cardiovascular 

Disorder 

7.0 

8.7 

5.2 

3.9 

Others 

14.8 

14.5 

14.0 

17.4 

Total 

100.0 

100.0 

100.0 

100.0 

(Number  of  Deaths) 

(632) 

(357) 

(172) 

(103) 

A study  of  maternal  mortality  in  Oklahoma  by  cause  and  decade 
(Table  1)  showed  that  from  1950-1979  the  leading  cause  of  death 
was  obstetric  hemorrhage,  followed  by  toxemia.  When  maternal  mor- 
tality in  Oklahoma  was  analyzed  for  the  time  period  1975-1979 
(Table  2),  obstetric  hemorrhage  as  the  leading  cause  of  death  had 
been  replaced  by  toxemia,  followed  by  sepsis,  ectopic  pregnancy,  and 
then  obstetric  hemorrhage.  These  changes  in  the  leading  cause  of 
death  are  consistent  with  data  published  for  the  US  from  1978  (Table 
2). 

Of  the  38  maternal  deaths  that  ocurred  in  Oklahoma  from  1975- 
1979,  57.89%  were  white,  36.84%  were  black,  and  5.26%  were  Indian. 
In  comparison,  the  percent  distribution  of  live  births  for  the  same 
time  period  attributes  81.65%  of  the  births  to  whites,  and  9.96% 
and  8.39%  to  blacks  and  Indians,  respectively.  Thus  black  maternal 
mortality  constitutes  a disproportionate  number  of  maternal  deaths. 
Direct  obstetric  causes  accounted  for  89.47%  of  the  deaths,  the  re- 
maining 10.53%-  were  from  indirect  causes.  Preventable  factors  were 
present  in  63.16%  of  the  deaths,  23.68%  were  perceived  as  not  having 
preventable  factors,  and  the  factors  of  preventability  were  undeter- 
mined in  13.16%  of  the  cases.  Married  women  accounted  for  76.32% 
of  the  deaths  and  single  women  for  the  remaining  23.68%.  Autopsies 
were  performed  in  57.89%  of  the  cases,  were  not  performed  in  34.21% 
of  the  cases,  and  autopsy  status  was  unknown  for  7 .89%  of  the  cases. 

The  Maternal  Mortality  Committee  currently  has  10  cases  sched- 
uled for  review  later  this  year. 


Respectfully  submitted, 
Sara  Reed  DePersio,  MD 
Chair 

Schales  Atkinson,  MD 
Frank  Barnett,  MD 
Kathleen  Carlson,  MD 
Warren  Crosby,  MD 
Elaine  Davis,  MD 
Robert  W.  Dean,  MD 
Robert  E.  Dillman,  MD 
Guy  W.  Fuller,  MD 
William  P.  Gideon,  MD 
Manuel  Hensley,  MD 
Robert  R.  Hillis,  MD 
Richard  T.  Jennings,  MD 
Gordon  K.  Jimerson,  MD 
Gary  LaBarre,  MD 
John  B.  Nettles,  MD 
Clarence  P.  Taylor,  MD 
Adolph  N.  Vammen,  MD 


Table  2 

Maternal  Deaths  by  Cause 

Oklahoma  1975-1979  Average,  United  States  1978 
(Percent  Distribution) 

Causes 

Oklahoma 

United 

States 

Toxemia 

20.78 

19.31 

Sepsis 

18.42 

19.00 

Ectopic  Pregnancy 

15.79 

11.53 

Obstetrical  Hemorrhage 

7.89 

11.21 

Amniotic  Fluid  Embolism 

7.89 

Anesthesic  Complication 

5.26 

Pulmonary  Embolism 

2.63 

Abortion 

2.63 

4.98 

Other 

15.79 

33.33 

Total 

100.00 

100.00 

(Number  of  Deaths) 

(38) 

(321) 
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Report  of  the 

COUNCIL  ON  MEDICAL  EDUCATION 

Reference  Committee  II 

Subject:  Annual  Report 

Presented  by:  William  R.  Smith,  MD,  Chairman 
Referred  to:  Reference  Committee  II 

Introduction: 

The  council  shall  study  and  make  recommenda- 
tions related  to  all  matters  of  maintaining  or  improv- 
ing the  level  of  competency  of  physicians  in  Okla- 
homa, including  but  not  limited  to,  maintaining 
liaison  with  the  medical  education  colleges  in  Okla- 
homa, to  conducting  continuing  medical  education 
courses  for  association  members,  and  to  the  accredit- 
ing of  medical  education  programs  in  Oklahoma.  It 
will  also  monitor  continuing  medical  education  stan- 
dards as  they  may  be  required  by  association  policy. 

A.  Continuing  Medical  Education  Survey  and 
Accreditation  Program  — An  important  activity 
of  the  council  is  the  survey  and  accreditation  pro- 
gram. The  council  continues  its  activities  of  survey- 
ing and  certifying  for  accreditation  the  continuing 
medical  education  programs  of  Oklahoma  hospitals 
and  independent  organizations  which  meet  the  re- 
quirements. The  OSMA  has  the  sole  responsibility, 
an  extension  of  the  national  accrediting  group,  the 
Accreditation  Council  on  Continuing  Medical  Educa- 
tion, of  approving  state  CME  programs. 

This  year  Oklahoma,  because  of  the  accreditation 
of  Duncan  Regional  Hospital,  has  the  greatest 
number  of  accredited  hospitals  since  the  program 
began  in  1977.  At  the  present  time,  the  following 
institutions  are  fully  accredited  to  produce  their  own 
Category  I Continuing  Medical  Education: 

Baptist  Medical  Center,  Oklahoma  City 

Hillcrest  Medical  Center,  Tulsa 

Mercy  Health  Center,  Oklahoma  City 

Presbyterian  Hospital,  Oklahoma  City 

St  Anthony  Hospital,  Oklahoma  City 

St  Francis  Hospital,  Tulsa 

St  John  Medical  Center,  Tulsa 

Hillcrest  and  St  Anthony  have  both  recently  been 
resurveyed  and  if  approved,  they  will  be  the  first  two 
hospitals  to  have  their  accreditation  extended  for  the 
third  time.  There  are  two  new  organizations,  neither 
of  which  are  hospital-based,  which  are  in  the  process 
of  making  application  for  a survey. 

It  is  true  that  attendance  has  decreased  at  indi- 
vidual CME  offerings  across  the  state,  but  it  is  still 
encouraging  that  these  programs  are  continuing  to 
be  useful  on  a voluntary  basis. 

B.  Physician  Manpower  Study  — Last  year  this 
council  had  a special  report  on  the  creation  and  ac- 
tivities of  the  Health  Manpower  Surveillance  Com- 
mittee. The  committee  completed  its  task  and  a rec- 
ommendation was  made  that  the  Oklahoma  Regents 


for  Higher  Education  be  asked  to  do  an  official  study. 

OSMA  officials  met  with  Dr  Joe  Leone,  Chancellor 
of  the  State  Regents  for  Higher  Education,  and  were 
informed  that  he  is  progressing  with  the  study  and 
should  be  in  contact  with  the  medical  association 
soon  in  order  to  identify  representatives  to  serve  on 
such  a study  group. 

C.  Medical  School  Liaison  — We  have  been  very 
encouraged  throughout  the  past  year  with  the  re- 
sponse from  the  medical  schools  and  the  communica- 
tions that  have  been  developed.  Charles  McCall,  MD, 
dean  of  the  College  of  Medicine  at  the  University  of 
Oklahoma  Medical  School,  and  Edward  Tomsovic, 
MD,  dean  of  the  University  of  Oklahoma  Medical 
School,  Tulsa  Branch,  have  been  very  faithful  in  their 
attendance  at  council  meetings  and  have  worked  very 
hard  in  encouraging  the  medical  students  to  become 
involved  in  organized  medicine.  Dr  McCall  has  made 
some  changes  in  the  office  of  continuing  medical  edu- 
cation and  this  should  make  for  excellent  communi- 
cation between  the  practicing  physician  and  the  CME 
office  at  OU. 

There  had  been  a communication  gap  between  the 
council  and  the  dean  of  the  Oral  Roberts  Medical 
School,  but  recently  we  were  given  the  name  of  the 
new  dean  and  assured  he  would  be  available  to  attend 
our  meetings. 

Recommendations: 

1.  The  OSMA  continue  its  support  and  open  com- 
munications with  the  Oklahoma  medical  schools. 

2.  The  OSMA  support  the  efforts  of  the  State  Re- 
gents for  Higher  Education  and  their  study  of  health 
manpower  in  Oklahoma. 

3.  The  OSMA  continue  to  actively  survey  and  re- 
survey institutions  and  organizations  for  continuing 
medical  education  accreditation. 

4.  The  council  continue  to  send  representation  to 
local,  state,  and  national  educational  meetings  when 
appropriate. 

Budget  Requests: 


Accreditation  program  $ 500.00 

Education  opportunities 1,500.00 

TOTAL $2,000.00 


Respectfully  submitted, 

William  R.  Smith,  MD,  Chairman 
John  R.  Alexander,  MD 
Irwin  H.  Brown,  MD 
David  B.  Hinshaw,  MD 
Thomas  S.  Llewellyn  III,  MD 
Thomas  N.  Lynn,  Jr.,  MD 
Charles  B.  McCall,  MD 
Harris  J.  Moreland,  MD 
Edward  J.  Tomsovic,  MD 
Lee  Pedersen,  MSII 
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Report  of  the 
JOURNAL  OF  THE 

OKLAHOMA  STATE  MEDICAL  ASSOCIATION 

Reference  Committee  II 

Subject:  Annual  Report 

Presented  by:  Mark  R.  Johnson,  MD,  Editor 

Referred  to:  Reference  Committee  II 

The  Journal  of  the  Oklahoma  State  Medical 
Association  has  maintained  its  position  as  one  of  the 
nation’s  finest  medical  publications  by  providing  its 
readers  with  timely,  significant  scientific  articles  and 
book  reviews  as  well  as  current  news  information 
concerning  the  medical  profession  in  both  our  state 
and  nation.  The  Journal  remains  a very  popular 
and  important  benefit  of  membership  in  the  associa- 
tion. 

The  style,  content,  and  graphics  of  the  Journal 
were  evaluated  during  the  past  year  by  publications 
professionals  with  the  American  Society  of  Associa- 
tion Executives.  The  evaluation  compared  the  Jour- 
nal favorably  with  other  medical  publications  and 
noted  the  potential  for  the  Journal  to  be  a forerun- 
ner in  the  field  of  medical  journals  by  augmenting 
the  quiet,  sophisticated  look  of  the  Journal  with 
more  lively,  dynamic  graphics. 

Subtle,  technical  changes  in  type,  headlines,  and 
the  structure  of  individual  sections  of  the  Journal 
will  continue  in  the  effort  to  make  the  Journal  even 
more  readable.  An  effort  will  be  made  to  use  excess 
white  space  at  the  conclusion  of  articles  for  anecdotes 
or  information  from  the  history  of  Oklahoma 
medicine. 

The  series  “Leaders  in  Medicine”  will  continue  to 
be  a feature  in  selected  issues.  The  articles  will  focus 
on  Oklahoma  physicians  who  have  made  significant 
contributions  to  medicine  in  the  state  and,  in  the 
opinion  of  the  Editorial  Board,  deserve  to  be  recog- 
nized for  their  accomplishments. 

The  Editorial  Board  has  selected  winners  of  the 
$500.00  Charlotte  S.  Leebron  Memorial  Trust  Award 
given  annually  to  the  authors  of  the  year’s  best  scien- 
tific paper  published  in  the  Journal. 

The  award  will  be  shared  by  Charles  G.  Helmick 
III,  MD;  Andrew  A.  Vernon,  MD;  Stanley  S.  Schwartz, 
MD;  Michael  Ward,  MD;  and  Mark  Roberts,  PhD. 
They  coauthored  the  article  “Rabies  in  Oklahoma: 
Report  of  a Human  Case,”  which  appeared  in  the 
August  1983  issue  of  the  Journal.  The  award  will 
be  presented  at  the  OSMA  Annual  Meeting. 

Advertising  rates  for  the  Journal  will  be  raised 
five  percent  across  the  board  if  printing  costs  do  not 
rise.  The  increase  will  become  effective  in  January 
1985.  If  printing  costs  do  rise,  advertising  rates  will 
be  adjusted  accordingly. 

Respectfully  submitted, 

Mark  R.  Johnson,  MD 
Editor-in-Chief 

Harris  D.  Riley,  Jr.,  MD 
Editor 

Robert  G.  Tompkins,  MD 
Editor 


Oklahoma 

State  Medical  Association 
House  of  Delegates 

Resolution:  1 
(Adopted) 

Introduced  by:  Council  on  Public  and 
Mental  Health 
Subject:  Viet  Nam  Veterans 
Referred  to:  Reference  Committee  II 

Whereas,  Over  2.5  million  (of  the  best)  of  our 
American  citizens  served  their  country  in  the  Viet 
Nam  conflict;  and 

Whereas,  Over  55,000  Oklahomans  heeded  their 
nation’s  call  to  battle  and  bravely  served  on  that 
foreign  soil,  risking  their  lives,  regardless  of  the 
geopolitical  uncertainties  and  unpopularity  of  the 
war  in  which  they  were  engaged;  and 

Whereas,  The  physical  health  and  mental  well- 
being of  these  veterans  were  subjected  to  a whole 
spectrum  of  potentially  unhealthy  and  life-threaten- 
ing conditions  even  beyond  battlefield  peril,  includ- 
ing exposure  to  chemicals  and  dioxin-contaminated 
herbicides  used  during  that  conflict;  and 

Whereas,  Upon  returning  to  this  country,  the 
plight  of  these  veterans  was  complicated  by  many 
diverse  political  and  sociological  pressures  which  con- 
stituted an  attack  on  their  honor,  personal  integrity, 
and  self-esteem;  and 

Whereas,  These  veterans  were  often  criticized 
and  had  the  vast  burden  of  their  problems  and  com- 
plaints ignored  by  a significant  portion  of  the 
populace  in  whose  name  they  had  been  risking  their 
very  lives;  now  therefore  be  it 
Resolved,  That  the  House  of  Delegates  of  the  Okla- 
homa State  Medical  Association  strongly  urge  their 
physician  colleagues  irrespective  of  their  feelings 
about  the  Viet  Nam  War  politically  or  morally,  or 
regardless  of  the  present  lack  of  definite  information 
concerning  the  health  hazards  to  which  many  of  these 
veterans  were  subjected,  to  publicly  recognize  the 
problems  that  many  of  these  veterans  continue  to 
face  and  take  every  opportunity  to  assist  them  with 
our  experience,  respect,  compassion,  and  medical 
abilities. 


Oklahoma 

State  Medical  Association 
House  of  Delegates 

Resolution:  6 
(Adopted) 

Introduced  by:  Payne-Pawnee  County 
Medical  Society 

Subject:  Cognitive  Services  Reimbursement 
Referred  to:  Reference  Committee  II 

Whereas,  All  physicians  provide  a mix  of  both 
diagnostic  evaluation  and  procedural  services;  and 
Whereas,  Diagnostic  evaluation  can  be  defined 
as  those  services  that  directly  employ  the  physicians’ 
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perception,  judgment,  and  knowledge  to  find  out 
what  is  wrong  with  the  patient  and  to  decide  the 
best  course  of  treatment;  and 

Whereas,  Technological  procedures  involve  the 
use  of  technology  and/or  manual  skills  to  obtain  clin- 
ical data  or  to  treat  disease;  and 
Whereas,  Most  existing  reimbursement  systems 
provide  disproportionately  low  allowances  for  such 
diagnostic  services  as  complete  histories  and  physical 
examination,  office,  nursing  home  and  hospital  vis- 
its, and  medical  and  surgical  consultations  in  com- 
parison to  procedural  services;  and 

Whereas,  Many  technological  procedures  also  re- 
quire considerable  diagnostic  skill  and  judgment  on 
the  part  of  the  physician  providing  the  procedure;  and 
Whereas,  The  diagnostic  skills  required  to  pro- 
vide those  procedures  are  also  reimbursed  at  a dispro- 
portionately low  level  compared  to  the  actual  perfor- 
mance of  the  procedure;  and 
Whereas,  This  reimbursement  discrepancy  may 
contribute  to  high  medical  care  costs  by  rewarding 
physicians  for  ordering  tests  and  procedures,  and  by 
penalizing  them  for  spending  time  with  patients  and 
deciding  not  to  order  costly  procedural  services;  and 
Whereas,  There  is  a growing  body  of  opinion  and 
research  to  support  the  concept  that  a reimbursement 
system  that  better  rewards  diagnostic  services  might 
help  moderate  medical  care  expenditures  and  pro- 
mote the  kind  of  caring,  personalized  approach  to 
health  desired  by  most  patients  and  physicians  alike; 
now  therefore  be  it 

Resolved,  That  the  Oklahoma  State  Medical  As- 
sociation support  the  concept  of  more  equitable  reim- 
bursement for  physicians  when  they  engage  in  diag- 
nostic evaluation  and  therapeutic  management;  and 
be  it  further 

Resolved,  That  the  Oklahoma  State  Medical  As- 
sociation take  appropriate  action  to  promote  this  con- 
cept with  third-party  payors,  business  groups,  and 
other  professional  associations. 


Oklahoma 

State  Medical  Association 
House  of  Delegates 

Resolution:  8 
(Adopted  as  amended) 

Introduced  by:  William  O.  Coleman,  MD 
Subject:  Excess  Supply  of  Physicians 
Referred  to:  Reference  Committee  II 

Whereas,  The  number  of  physicians  in  the  US  is 
increasing  at  an  alarming  rate  — from  a ratio  of  140 
per  100,000  population  in  1950  to  over  200  per 
100,000  population  in  1980,  with  a projected  240  per 
100,000  by  1990  and  280  per  100,000  by  the  year 
2000;  and 

Whereas,  The  Graduate  Medical  Education  Na- 
tional Advisory  Committee  (GMENAC)  projects  a 
surplus  of  62,760  (13.3%)  physicians  in  1990  with  a 


surplus  of  137,000  (27.1%)  for  the  year  2000;  and 
Whereas,  Recent  experience  shows  that  an  excess 
of  physicians  produced  higher,  not  lower,  costs  and 
further  produces  unnecessary  medical  services  which 
in  turn  represents  unnecessary  risks  for  the  patient. 
A surplus  of  10,000  physicians  in  California  (as  of 
December  1980)  generated  an  estimated  cost  to  the 
California  health  care  system  of  approximately  three 
billion  dollars  annually;  and 
Whereas,  Applicants  to  the  National  Resident 
Matching  programs  increased  from  19,155  in  1981  to 
28,384  in  1984  (with  only  20,000  first-year  positions 
available),  US  graduate  applications  only  increased 
from  15,496  to  15,987  (3%).  However,  the  US  graduate 
applicants  of  foreign  medical  schools  increased  from 
785  in  1981  to  2,931  (273%)  in  1984  and  the  alien 
graduate  applicants  of  foreign  medical  schools  in- 
creased from  1,731  to  7,124  (312%);  and 
Whereas,  Unless  the  AM  A leadership,  preferably 
together  with  allies,  moves  quickly  to  reassess  its 
policy  toward  reduction  in  medical  school  admissions 
(allopathic  and  osteopathic),  state  and  county 
societies  will  act  on  their  own  (by  encouraging  legis- 
latures to  stop  spending  tax  dollars  to  increase  the 
number  of  potential  competitors  in  the  face  of  an 
actual  decline  in  the  demand  for  physician  services); 
and 

Whereas,  The  equally  important  issues  of  both 
the  foreign  medical  school  graduate  (US  citizen  and 
noncitizen)  and  minority  enrollment  in  US  schools 
need  to  be  addressed;  now  therefore  be  it 
Resolved,  That  the  OSMA  House  of  Delegates  re- 
quest the  AM  A House  of  Delegates  to  urge  its  leader- 
ship, through  appropriate  council  or  its  Board  ofTrus- 
tees,  to  form  an  alliance  or  coalition,  together  with 
the  leaders  in  industry,  medical  education,  and  spec- 
iality boards,  major  insurance,  third-party  payors, 
and  government,  to  accomplish  the  following  goals: 

1)  New  entrants  to  US  allopathic  and  osteopathic 
schools  should  be  reduced  from  the  present 
level,  of  about-18,-200  to  approximately  16,000. 

2)  Minority  enrollment  in  US  medical  schools 
should  be  increased  in  proportion  to  the  ex- 
pected future  representation  of  each  ethnic 
minority  group  in  the  general  population  re- 
gardless of  gender.  This  will  require  a broad 
social  consensus  development  with  a national 
colloquium  of  leaders  in  education,  business, 
religion,  and  government  — with  government 
financing. 

3)  US  citizens  should  be  discouraged  in  the  future 
from  entering  foreign  medical  schools  by  re- 
quiring that  medical  licensure  be  granted  only 
to  graduates  of  accredited  US  and  Canadian 
medical  schools.  Americans  currently  in 
foreign  schools  should  be  allowed  to  complete 
their  studies  and  gain  licensure  to  practice 
after  successful  completion  of  examination. 
The  Federation  of  State  Licensing  Boards 
should  assume  leadership  in  this  effort. 

4)  A select  number  of  alien  graduates  of  foreign 
medical  schools  should  be  welcomed  for  train- 
ing but  denied  licensure  for  permanent  prac- 
tice unless  they  are  granted  US  citizenship 
under  a family-preference  clause. 
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Oklahoma 

State  Medical  Association 
House  of  Delegates 

Resolution:  15 
(Adopted  as  amended) 

Introduced  by:  Council  on  Medical  Services 
Subject:  Support  for  Prudent  Negotiations  of 
Practice  Contracts 
Referred  to:  Reference  Committee  II 

Whereas,  Costs  of  medical  care  in  the  United 
States  continue  to  escalate  at  a pace  consistent  with 
other  segments  of  the  economy  in  the  United  States, 
and  there  is  a growing  focus  of  attention  on  the  cost 
of  health  care;  and 

Whereas,  When  society  becomes  concerned  about 
increasing  costs,  the  media  and  Congress  seem  in- 
clined to  point  the  finger  of  blame  at  health  care;  and 

Whereas,  Economists  have  more  or  less  artifi- 
cially set  a rate  of  10%  as  being  the  maximum  of  the 
Gross  National  Product  that  should  be  expended  for 
health  care,  and  third-party  insurance  carriers, 
health  care  economists,  Congress,  and  a widening 
body  of  concerned  business  leaders  have  come  forth 
in  the  past  few  years  with  a variety  of  health  care 
financing  proposals  to  restrain  further  increases  in 
costs  of  health  care,  and  physicians  find  themselves 
assailed  from  all  sides  with  a variety  of  new  contract 
medicine  options  which  ostensibly  and  theoretically 
will  regulate  further  increases  in  the  cost  of  health 
care,  eg  (1)  Prudent  Purchaser  Options,  (2)  Preferred 
Provider  Organizations,  (3)  Health  Maintenance  Or- 
ganizations, and  (4)  Independent  Practice  Associa- 
tions; and 

Whereas,  Physicians  find  themselves  uncertain 
as  to  the  most  appropriate  course  to  follow  and  the 
most  bencfieial-  appropriate  type  of  contract  to  sign; 
and 

Whereas,  For  a variety  of  reasons,  including  re- 
strictions imposed  by  federal  bureaucracies,  state 
medical  associations,  and  other  organized  medical 
societies  are  relatively  powerless  to  provide  aggres- 
sive leadership  in  counseling  physicians  and  groups 
of  physicians;  and 

Whereas,  For  a variety  of  reasons,  including  re- 
strictions imposed  by  federal  bureaucracies,  or- 
ganized medical  societies  such  as  state  medical  as- 
sociations, and  national  medical  organizations  are 
relatively  powerless  to  provide  aggressive  leadership 
needed  to  aid  physicians  in  making  decisions  on  these 
matters;  now  therefore  be  it 

Resolved,  That  the  Oklahoma  State  Medical  As- 
sociation encourages  its  membership  to  closely  study 
and  support  private  physician  groups  and  similar 
organizations  which  can  aid  them  in  obtaining  legal 
advice  and  developing  prudent  negotiations  for  the 
contracting  procedure  with  third-party  carriers  and 
government  agencies;  and  be  it  further 

Resolved,  That  the  Oklahoma  State  Medical  As- 
sociation urge  its  members,  before  they  sign  any  con- 
tract with  any  health  care  agency,  to  avail  themselves 
of  the  advice  and  opinions  of  their  lawyer,  and  other 
competent  advisors. 


Late  Resolution 
Oklahoma 

State  Medical  Association 
House  of  Delegates 

Resolution:  16 
(Adopted  as  amended) 

Introduced  by:  Ed  L.  Calhoon,  MD 
Subject:  Hazards  of  Smoking 
Referred  to:  Reference  Committee  II 

Whereas,  Cancer  is  the  number  two  cause  of 
death  in  the  US;  and 

Whereas,  870,000  malignancies  will  be  diag- 
nosed this  year;  and 

Whereas,  450,000  people  will  die  from  cancer  in 
1984;  and 

Whereas,  35  40%'  30-35%  of  all  malignancies  are 
likely  the  result  of  causative  agents  in  cigarettes  and 
are  therefore  preventable;  now  therefore  be  it 

Resolved,  That  the  Oklahoma  State  Medical  As- 
sociation House  of  Delegates  hereby  encourages  all 
physicians  to  schedule  extra  time,  at  least  60  seconds, 
to  explain  the  extreme  health  hazards  of  smoking  to 
their  cigarette-smoking  patients;  and  be  it  further 

Resolved,  That  this  resolution  be  forwarded  for  con- 
sideration by  the  AMA  House  of  Delegates. 


Late  Resolution 
Oklahoma 

State  Medical  Association 
House  of  Delegates 

Resolution:  18 
(Adopted  as  amended) 

Introduced  by:  Pontotoc-Johnston-Murray 

County  Medical  Society 
Subject:  Smokeless  Tobacco  (Snuff  and 
Chewing  Tobacco) 

Referred  to:  Reference  Committee  II 

Whereas,  An  estimated  27,000  individuals  in  the 
United  States  are  afflicted  with  oral  cancer  each  year 
that  causes  approximately  9,200  deaths;  and 
Whereas,  Smokeless  tobacco  contains  high  con- 
centrations of  carcinogens  and  is  associated  with  an 
increased  risk  of  oral  cancer;  and 

Whereas,  Smokeless  tobacco  contains  nicotine 
which  is  a dependence-producing  drug;  and 

Whereas,  Smokeless  tobacco  contributes  to  den- 
tal problems  such  as  receding  gums,  abrasion  of 
teeth,  discolored  teeth,  and  possible  dental  decay 
since  sugar  may  be  added  during  the  curing  process; 
and 

Whereas,  The  use  of  smokeless  tobacco  has  be- 
come an  increasing  problem  among  school  children 
as  well  as  adults  in  Oklahoma;  now  therefore  be  it 
Resolved,  That  the  Oklahoma  State  Medical  As- 
sociation hereby  declares  that  snuff  dipping  and  to- 
bacco chewing  are  hazardous  to  health,  and  are  cer- 
tainly not  safe  alternatives  to  smoking;  and  be  it 
further 
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Resolved,  That  the  OSMA  request  that  the  Surgeon 
General  require  a health  hazard  warning  on  smoke- 
less tobacco  similar  to  the  warning  currently  on 
cigarettes;  and  be  it  further 

Resolved , That  Oklahoma  physicians  make  every 
effort  to  discourage  the  use  of  smokeless  tobacco;  and 
be  it  further 

Resolved . That  this  resolution  be  submitted  to  the 
House  of  Delegates  of  the  American  Medical  Associ- 
ation. 


Late  Resolution 
Oklahoma 

State  Medical  Association 
House  of  Delegates 

Resolution:  19 
(Adopted  as  amended! 

Introduced  by:  Tulsa  County  Medical  Society 
Subject:  Commendation  of  Edward  K.  Norfleet,  MD 
Referred  to:  Reference  Committee  II 


Whereas,  Edward  K.  Norfleet,  MD,  has  moved 
his  practice  from  Tulsa  to  Vinita;  and 
Whereas,  As  a result  of  this  change,  Dr  Norfleet 
has  resigned  as  an  OSMA  Alternate  Trustee  and  as 
a member  of  the  House  of  Delegates;  and 
Whereas,  Dr  Norfleet  has  over  a long  period  of 
years  served  OSMA  in  many  official  capacities,  in- 
cluding vice-president,  trustee,  alternate  trustee, 
delegate,  and  as  a member  of  many  councils  and 
committees;  now  therefore  be  it  and 

Whereas,  Edward  Norfleet  has  had  an  open  and 
continuing  love  affair  with  medicine  for  over  32  years; 
and 

Whereas,  His  heart  and  soul  are  always  in  tune 
with  the  needs  and  best  interests  of  medicine;  now 
therefore  be  it 

Resolved,  That  the  House  of  Delegates  commend 
this  respected  physician  and  medical  leader  for  his 
long  years  of  service  to  Oklahoma  State  Medical  As- 
sociation, and  express  the  gratitude  of  the  medical 
profession  of  Oklahoma  for  his  invaluable  efforts^ 
and  be  it  further 

Resolved , That  Ed  Norfleet  be  commended  for  his 
love,  loyalty,  devotion,  and  dedication  to  medicine 
and  that  he  always  be  known  as  a friend  to  OSMA 
and  medicine. 


Report  of 

REFERENCE  COMMITTEE  III 


Presented  by:  William  O.  Coleman,  MD,  Chairman 

Mr  Speaker  and  Members  of  the  House  of  Delegates: 
Reference  Committee  III  considered  the  agenda 
items  which  were  referred  to  it  and  submits  the  fol- 
lowing report: 

(1)  Report  of  the  Council  on  Governmental 
Activities 

Recommendation: 

Mr  Speaker,  Reference  Committee  III  heard  a 
rather  sobering  and  realistic  report  from  Dr  Perry 
Lambird,  council  chairman,  concerning  the  status  of 
federal  legislation  both  present  and  future  affecting 
the  practice  of  medicine.  Dr  Lambird  explained  the 
temporary  victory  with  mandatory  assignment  and 
commended  Congressman  James  R.  Jones  for  his 
overt  help  in  defeating  mandatory  assignment.  Dr 
Lambird  was  quick  to  point  out  that  without  the 
active  involvement  of  the  AMA,  state  and  county 
societies,  and  practicing  physicians,  that  mandatory 
assignment  would  not  have  been  defeated  this  ses- 
sion. Dr  Lambird  also  mentioned  to  the  Reference 
Committee  the  likelihood  that  changes  will  be  made 
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in  the  Medicare  Physician  Reimbursement  Program 
after  the  1984  elections  and  urged  all  physicians  to 
become  more  politically  active  and  able  to  respond 
to  these  changes.  A report  was  given  on  the  OSMA 
Medicare  Demonstration  Project  and  the  work  that 
has  been  done  by  Congressman  Mickey  Edwards  in 
introducing  this  project  into  legislation  during  the 
98th  Congress.  Though  the  status  of  this  legislation 
has  changed  somewhat,  this  Reference  Committee 
would  like  to  commend  Dr  Lambird  and  the  Council 
on  Governmental  Activities  and  Congressman  Ed- 
wards for  their  diligent  efforts.  Special  appreciation 
is  expressed  to  Dr  George  Kamp  for  the  many  hours 
away  from  his  practice  dealing  with  Congress  during 
this  most  trying  year.  Reference  Committee  III  recom- 
mends that  the  report  on  the  Council  of  Governmen- 
tal Activities  be  adopted. 

Mr  Speaker,  your  Reference  Committee  recommends 
adoption  of  this  portion  of  the  report. 

(2)  Report  of  the  Council  on  State  Legislation 

Recommendation: 

Mr  Speaker,  Reference  Committee  III  listened  to 
an  excellent  presentation  by  Dr  William  Hughes, 
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council  chairman,  concerning  the  amount  of  legisla- 
tion considered  by  this  council.  After  considerable 
testimony  it  was  apparent  to  the  Reference  Commit- 
tee that  the  amount  of  legislation  affecting  medical 
practice  will  continue  to  increase  and  the  OSMA 
should  be  diligent  in  its  efforts  to  support  an  active 
and  aggressive  state  legislative  program.  It  was  made 
evident  to  the  Reference  Committee  that  OMPAC 
membership  is  a key  ingredient  to  our  effectiveness 
at  the  State  Capitol.  Reference  Committee  III  gives 
strong  commendation  to  Dr  William  Hughes  and  the 
Council  on  State  Legislation  for  all  of  their  efforts 
in  carrying  out  the  association’s  legislative  activities. 
Reference  Committee  III  recommends  adoption  of 
this  report. 

Mr  Speaker,  your  Reference  Committee  recommends 
adoption  of  this  portion  of  the  report. 


(3)  Council  on  State  Legislation  Report  A 

Recommendation: 

Mr  Speaker,  your  Reference  Committee  listened  to 
discussion  of  the  need  for  OSMA  to  have  a lay  council 
comprised  of  community  leaders  from  around  the 
state  to  become  informed  on  the  issues  affecting  med- 
ical care  in  Oklahoma.  The  Reference  Committee 
commends  the  Council  on  State  Legislation  on  their 
foresight  and  recommends  that  Report  A be  adopted. 

Mr  Speaker,  your  Reference  Committee  recommends 
adoption  of  this  portion  of  the  report. 


(4)  Report  of  the  Council  on  Medical  Services 

Recommendation: 

Mr  Speaker,  your  Reference  Committee  III  heard 
from  Dr  John  Blaschke  concerning  the  many  areas 
of  responsibility  for  the  Council  on  Medical  Services. 
The  Reference  Committee  was  informed  as  to  the 
status  of  the  Appropriateness  Review  Committee  and 
the  continued  efforts  of  HCFA  changing  Oklahoma 
to  a single  statewide  Medicare  reimbursement.  Your 
Reference  Committee  commends  Dr  Blaschke  for  his 
excellent  chairmanship  and  recommends  adoption  of 
this  report. 

Mr  Speaker,  your  Reference  Committee  recommends 
adoption  of  this  portion  of  the  report. 


(5)  Report  of  the  Council  on  Member  Services 

Recommendation: 

The  council  members  and  OSMA  staff  have  done 
an  excellent  job  in  carrying  out  many  assignments 
relating  to  new  employee  seminars,  contacting  the 
membership  on  DRGs,  contract  medical  care,  OSMA 
insurance  programs,  and  the  like.  This  council  spends 
a lot  of  time  with  matters  affecting  PLICO  profes- 
sional liability  and  the  Hosue  of  Delegates  should 
commend  the  council  and  staff  for  all  of  their  work. 
Mr  Speaker,  Reference  Committee  III  recommends 
adoption  of  this  report. 

Mr  Speaker,  your  Reference  Committee  recommends 
adoption  of  this  portion  of  the  report. 


(6)  Report  of  the  Oklahoma  Medical  Political  Action 
Committee 

Recommendation: 

Mr  Speaker,  your  Reference  Committee  III  heard 
from  Dr  William  Leebron,  OMPAC  chairman,  and 
again  was  reminded  of  the  need  for  Oklahoma  physi- 
cians to  join  OMPAC  to  make  our  legislative  efforts 
more  effective.  Reference  Committee  III  recommends 
adoption  of  the  OMPAC  report. 

Mr  Speaker,  your  Reference  Committee  recommends 
adoption  of  this  portion  of  the  report. 


(7)  Report  of  the  Physicians  Committee 

Recommendation: 

Mr  Speaker,  your  Reference  Committee  III  is  im- 
pressed with  the  new  guidelines  for  this  committee 
which  has  been  renamed  Physician  Recovery  Com- 
mittee. The  Reference  Committee  recognizes  the 
drastic  impact  of  alcohol  and  drug  dependence  on 
members  of  the  medical  profession  and  lauds  the  ef- 
forts of  this  committee  and  the  OSMA  to  actively 
deal  with  this  problem.  The  report  calls  for  structural 
changes  in  the  committee  and  the  authorization  for 
expenditures  to  support  an  aggressive  intervention 
program.  The  Reference  Committee  III  recommends 
adoption  of  this  report. 

Mr  Speaker,  your  Reference  Committee  recommends 
adoption  of  this  portion  of  the  report. 

(8)  Resolution  3 — Voluntary  Fee  Freeze 

Recommendation: 

Your  Reference  Committee  III  recommends  that 
Resolution  3 be  adopted. 

Mr  Speaker,  your  Reference  Committee  recommends 
adoption  of  this  portion  of  the  report. 


(9)  Resolutions  4 and  7 — Federally  Financed 
Health  Care  Programs  and  Hospital  Fee  Freeze 

Recommendation: 

Mr  Speaker,  your  Reference  Committee  heard  tes- 
timony on  Resolutions  4 and  7 and  decided  to  combine 
these  two  resolutions  and  recommends  adoption  of 
the  following  substitute  resolution: 

Resolved,  That  all  entities  involved  in  the  delivery 
of  health  care  display  the  same  sensitivity  to 
economic  factors  facing  patients  and  respond  by 
stabilizing  their  charges  for  one  year  as  initiated  by 
Oklahoma  physicians. 

Mr  Speaker,  your  Reference  Committee  recommends 
adoption  of  this  portion  of  the  report. 

(10)  Resolution  9 — County  Health  Department 
Millage 

Recommendation: 

Reference  Committee  III  recommends  adoption  of 
this  resolution. 

Mr  Speaker,  your  Reference  Committee  recommends 
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adoption  of  this  portion  of  the  report. 

(11)  Resolution  12  — Prospective  Payment  System 

Recommendation: 

Mr  Speaker,  your  Reference  Committee  discussed 
Resolution  12.  While  the  Reference  Committee  is  in 
agreement  and  sympathetic  to  the  thrust  of  this  res- 
olution, it  was  felt  that  the  negative  impact  would 
outweigh  the  benefit.  The  Reference  Committee  rec- 
ommends that  Resolution  12  not  be  adopted. 

Mr  Speaker,  your  Reference  Committee  recommends 
adoption  of  this  portion  of  the  report. 

(12)  Resolution  17  — Medicare  Attestation 

Recommendation: 

Mr  Speaker,  your  Reference  Committee  discussed 
Resolution  17  at  some  length  and  is  in  agreement 
with  the  concept  of  this  resolution,  and  urges  the 
AMA  to  continue  its  efforts,  and  also  encourages  the 
OSMA  through  its  Council  on  Governmental  Ac- 
tivities to  discuss  this  issue  with  our  congressional 
delegation.  However,  since  the  AMA  has  already  in- 
itiated an  aggressive  campaign  to  modify,  amend,  or 
rescind  the  Medicare  Attestation,  it  is  recommended 
that  the  resolution  not  be  forwarded  to  the  AMA. 
Therefore,  your  Reference  Committee  recommends 
that  the  final  resolve  of  Resolution  17  be  deleted.  Mr 
Speaker,  I move  that  Resolution  17  be  adopted  as 
amended. 

Mr  Speaker,  your  Reference  Committee  recommends 
adoption  of  this  portion  of  the  report. 

Respectfully  submitted, 

William  O.  Coleman,  MD,  Chairman 

Stephen  E.  Trotter,  MD 

Rollie  E.  Rhodes,  Jr.,  MD 

Richard  H.  Bottomley,  MD 

John  W.  Drake,  MD 

Boyd  O.  Whitlock,  MD 

Lyle  Kelsey,  Staff 

Ann  McWatters,  Staff 


Report  of  the 

COUNCIL  ON  GOVERNMENTAL  ACTIVITIES 

Reference  Committee  III 

Subject:  Annual  Report 

Presented  by:  Perry  A.  Lambird,  MD,  Chairman 
Referred  to:  Reference  Committee  III 

Introduction: 

Rising  federal  deficits  and  an  unprecedented  esca- 
lation in  health  care  costs  over  the  past  few  years 
have  caused  an  intense  scrutiny  of  America’s  health 
care  delivery  system.  The  initiation  of  government- 
sponsored  competitive  health  care  delivery  models 
and  the  influx  of  massive  amounts  of  risk  capital,  as 
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well  as  the  continued  enrollment  and  graduation  of 
new  doctors  from  medical  schools,  have  created  a new 
practice  environment  for  physicians.  Major 
philosophical  and  financial  changes  implemented  by 
government  and  commercial  insurors  have  added  to 
the  general  concern  and  confusion.  New  laws  and 
contracts  requiring  stringent  review  of  medical  ser- 
vices delivered  to  patients  is  a bothersome  but  forced 
reality. 

The  council  has  attempted  to  deal  with  and  influ- 
ence these  changes  throughout  the  year.  With  the 
help  of  John  Montgomery,  our  Washington  represen- 
tatives, the  AMA  Washington  office  and  our  council 
and  OSMA  officer  efforts,  we  have  been  successful. 
This  report  will  discuss  the  highlights  of  our  federal 
legislative  activities. 

The  Oklahoma  congressional  delegation  has  been 
exceptionally  receptive  to  the  association’s  visits  to 
Washington,  and  the  association  has,  in  turn,  been 
responsive  to  congressional  requests  for  advice  and 
assistance.  Senator  David  Boren  and  Congressman 
Jim  Jones,  because  of  their  positions  on  the  Senate 
Finance  Committee  and  the  Budget  and  Ways  and 
Means  Committee  (respectively),  have  been  espe- 
cially helpful.  Representative  Mickey  Edwards  has 
agreed  to  sponsor  legislation  authorizing  the  Okla- 
homa Medicare  Demonstration  Project,  which  is  in 
draft  form  at  this  time. 

OSMA’s  federal  government  relations  program  is 
unique  within  the  federation  and  has  proven  to  be 
an  effective  and  cost  efficient  strategy  for  influencing 
health  policy  in  Washington. 

Activities: 

Medicare  Demonstration  Project  — OSMA’s  al- 
ternative to  the  Medicare  program  is  in  legislative 
form.  The  council  met  recently  and  with  minor  mod- 
ification approved  introduction  of  the  proposal.  Rep- 
resentative Mickey  Edwards  has  agreed  to  present 
the  bill  in  the  House  of  Representatives.  The  House 
of  Delegates  approved  the  conceptual  draft  of  the 
plan  at  the  last  annual  meeting  and  authorized  ex- 
penses to  develop  the  actuarial  data  to  support  this 
new  initiative.  Other  Oklahoma  congressmen  have 
indicated  a strong  interest  in  the  plan,  and  the  coun- 
cil anticipates  introduction  no  later  than  the  next 
session  of  Congress.  Dr  Kamp  has  appointed  an  ad 
hoc  committee  to  work  with  senior  citizens  to  explain 
and  gamer  support  for  the  plan.  (The  proposed  legis- 
lation is  attached  as  Appendix  A of  this  report.) 


Mandatory  Medicare  Assignment  — The  most 
controversial  issue  to  come  before  the  Congress  this 
year  would  have  required  that  all  physicians  with 
hospital  staff  privileges  agree  by  contract  to  accept 
assignment  on  all  Medicare  patients.  The  assign- 
ment issue  had  strong  support  from  the  Democratic 
leadership  in  the  House  of  Representatives  and  from 
senior  citizens’  groups  nationwide.  OSMA  and  AMA 
officials  lobbied  extremely  hard  against  this  pro- 
posal. There  were  a number  of  trips  to  Washington, 
a special  appeal  to  the  membership,  and  extraordi- 
nary efforts  by  many  association  members.  The 
amendment  was  finally  defeated  by  voice  vote  in  the 
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House  and  should  be  dead  for  this  session  of  Con- 
gress. Physicians  who  responded  to  the  association’s 
appeal  deserve  extra  accolades  for  this  succesful 
effort. 

Professional  Review  Organizations  — In  a spec- 
ial called  meeting  of  the  House  of  Delegates,  the 
Oklahoma  Foundation  for  Peer  Review  was  au- 
thorized to  submit  an  application  to  the  Health  Care 
Financing  Administration  to  become  the  PRO  for 
Oklahoma.  The  application  was  submitted  on  April 
27,  and  the  foundation  should  know  in  the  next  six 
weeks  if  they  will  receive  the  two-year  contract.  The 
level  of  review  under  the  PRO  is  considerably  more 
intense  than  under  PSRO,  and  regulations  mandate 
that  the  review  be  conducted  by  OFPR  personnel 
rather  than  delegated  to  hospital  employees,  as  was 
the  case  under  the  PSRO.  The  PRO’s  primary  func- 
tion will  be  to  verify  the  necessity  for  admission  and 
to  validate  the  DRG  coding.  Foundation  employees 
have  been  conducting  briefings  with  physicians  and 
hospital  personnel  around  the  state  explaining  the 
new  PRO  program.  Physicians  who  wish  to  schedule 
such  a meeting  may  call  the  foundation  at  (405)  840- 
2891. 

When  the  Congress  approved  the  Prospective  Pric- 
ing System  (of  which  DRG  is  a part),  they  instructed 
the  Department  of  Health  and  Human  Services  to 
conduct  a study  to  determine  if  a similar  payment 
system  should  be  instituted  for  physicians.  The  study 
has  not  been  completed,  but  recently  introduced 
legislation,  the  Kennedy-Gephardt  bill,  would  re- 
quire the  implementation  of  such  a plan.  Your  council 
will  follow  closely  the  progress  of  these  activities. 

Grace  Commission  Report  — President 
Reagan’s  government  cost  cutting  commission  ap- 
pointed a task  force  to  study  the  Medicare  program. 
The  task  force  report  is  still  being  studied,  but  some 
of  the  recommendations  surfaced  in  legislation  being 
considered  by  the  Senate  Finance  Committee.  Incen- 
tives encouraging  physicians  to  take  Medicare  as- 
signment were  included  in  the  bill,  as  well  as  a pro- 
vision permitting  doctors  to  make  a decision  each 
year  on  whether  or  not  to  participate  in  the  Medicare 
assignment  program.  These  bills  have  not  passed, 
but  it  is  obvious  that  many  changes  in  the  Medicare 
program  will  be  recommended  next  year. 


Regulatory  Issues  — PRO  is  a good  example  of 
reasonably  good  legislation  resulting  in  very  bad  reg- 
ulation. Senator  Durenburger’s  legislation  that 
created  PROs  was  an  effort  to  streamline  and  standar- 
dize the  PSRO  program.  HCFA  is  using  the  legisla- 
tion to  implement  another  congressional  act  — the 
Prospective  Pricing  System.  The  regulations  which 
were  strongly  protested  by  AMA  and  OSMA  require 
much  more  detailed  review  and  will  require  almost 
twice  the  personnel  and  funding.  The  new  program 
almost  completely  ignores  the  original  purpose  of  the 
PSRO  program,  which  was  to  evaluate  the  quality  of 
care  rendered  in  the  nation’s  hospitals.  The  council 
does  stay  in  contact  with  the  regulatory  agencies  and 
periodically  submits  written  comment  on  proposed 
regulation. 


Conclusion  and  Recommendations: 

The  council  proposes  no  major  changes  in  its  pro- 
grams for  next  year.  In  the  event  the  Medicare  Dem- 
onstration Project  receives  sufficient  support  to  jus- 
tify a major  legislative  effort,  the  chairman  of  the  ad 
hoc  committee  may  be  required  to  make  one  or  more 
trips  to  Washington. 

Budget  Request  $13,500.00* 

Respectfully  submitted, 

Perry  A.  Lambird,  MD 
Chairman 

Richard  J.  Boatsman,  MD 
Ed  L.  Calhoon,  MD 
Charles  D.  Cook,  MD 
J.  M.  Dilling,  Jr.,  MD 
Mrs  Camille  Harrison 
William  L.  Hughes,  MD 
Mrs  Elbe  Idstrom 
Mrs  Veronica  Montero 
Mr  John  H.  Montgomery 
C.  T.  Thompson,  MD 
Lanny  F.  Trotter,  MD 
Walter  H.  Whitcomb,  MD 

*Does  not  include  salary  and  expenses  of  our  Washington  consultant. 


APPENDIX  A 
To  The 

OSMA  Council  on  Governmental  Activities 

MEDICARE  DEMONSTRATION  PROJECT 
Second  Draft 


Second  Draft  — March  13,  1984 

98th  Congress 
1st  Session 

H.  R. 

In  the  House  of  Representatives 

Mr.  EDWARDS  of  Oklahoma  introduced  the  following  bill;  which 
was  referred  to  the  Committee  on 

A BILL 

To  authorize  the  Secretary  of  Health  and  Human  Services  to  conduct 
a demonstration  project  of  the  use  of  stay-well  bonuses  and  large 
annual  deductibles  under  the  medicare  program. 

Be  it  enacted  by  the  Senate  and  House  of  Representatives  of  the 
United  States  of  America  in  Congress  assembled.  That  (a)  the  Secre- 
tary of  Health  and  Human  Services  is  authorized,  either  directly  or 
through  grants  to  public  or  nonprofit  private  agencies,  institutions, 
and  organizations  or  contracts  with  public  or  private  agencies,  in- 
stitutions and  organizations,  to  develop  and  engage  in  a demonstra- 
tion project  meeting  the  requirements  of  subsection  (b)  to  determine 
whether  such  a project  will  result  in  savings  to  the  medicare  pro- 
gram. 

(b)  The  demonstration  project  shall  be  meet  the  following  require- 
ments: 

( 1 ) Except  as  otherwise  proivided  in  this  subsection,  the  project 
shall  be  conducted  in  accordance  with  the  provisions  of  section 
1876  of  the  Social  Security  Act  by  an  entity  that  is  an  eligible 
organization  under  subsection  (b)  of  such  section  under  a risk- 
sharing contract  described  in  subsection  (g)  of  such  section. 
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Proceedings  (continued.)  ^ __ 

(2)  (A)  Under  the  project,  before  any  benefits  are  payable  to 
beneficiaries  through  the  organization  there  shall  be  a single 
annual  deductible  in  lieu  of,  and  in  an  amount  in  excess  of  the 
sum  of,  the  inpatient  hospital  deductible  under  section  1813  of 
the  Social  Security  Act  and  the  part  B supplemental  medical 
insurance  deductible  under  section  1833(b)  of  such  Act.  Other- 
wise, the  project  shall  provide  for  at  least  the  same  benefits  as 
are  otherwise  available  under  parts  A and  B. 

(B)  Under  the  project,  there  shall  be  a limit  on  the  total  out-of- 
pocket  expenses  a beneficiary  may  incur  in  any  year  for  services 
covered  under  parts  A and  B. 

(3)  Only  individuals  who  reach  age  65  years  of  age  after  the 
date  the  project  begins  and  who  are  entitled  to  benefits  under 
part  A and  enrolled  under  part  B may  participate  in  the  project. 
Participation  in  the  project  is  voluntary  and  may  be  terminated 
by  the  participant  only  annually  during  a voluntary  termination 
period  or,  for  good  cause,  at  other  times  during  the  year. 

(4)  The  annual  per  capita  rate  of  payment  by  the  Secretary 
to  the  project  for  classes  of  participants  shall  be  equal  to  100 
percent  of  the  adjusted  average  per  capita  cost  for  that  class  (as 
defined  under  section  1876(a)(4)  of  the  Social  Security  Act). 

(5)  Paragraphs  (2),  (3)  (other  than  subparagraph  (D)  thereof), 
and  (6)  of  subsection  (c),  subsection  (e)  (other  than  paragraph 
(4)  thereof),  and  subsection  (f)  of  section  1876  of  the  Social  Se- 
curity Act  shall  not  apply  to  the  project  and,  for  the  purposes  of 
subsection  (g)(3)  of  such  section,  payments  of  a stay-well  bonus 
(described  in  paragraph  (6)  of  this  subsection)  or  of  amounts 
into  a trust  account  (described  in  paragraph  ( 7)  of  this  subsection) 
shall  be  considered  to  be  additional  benefits  referred  to  in  subsec- 
tion (g)(2)  of  that  section. 

(6)  If  no  claim  for  payment  is  submitted  by  a participant  for 
services  covered  under  part  A or  part  B of  title  XVIII  of  the 
Social  Security  Act  during  a year,  the  project  shall  pay  the  par- 
ticipant a stay-well  bonus  in  an  amount  not  to  exceed  $200.  The 
amount  of  any  such  payment  shall  not  be  subject  to  taxation 
under  the  Internal  Revenue  Code  of  1954. 

(7)  The  project  [may]/[shall]  provide  for  the  deposit,  in  a trust 
account  insured  by  the  Federal  Government  in  any  depository 
institution  and  established  for  each  participant  in  the  project, 
of  amounts  which  are  not  used  in  a year  for  payments  for  health 
care  services  under  the  project  (and  reasonable  administrative 
costs  of  operating  the  project  and  stay-well  bonuses  described  in 
paragraph  (6))  respecting  that  participant.  In  accordance  with 
rules  established  under  the  project,  amounts  may  be  withdrawn 
from  such  a participant’s  account  in  a subsequent  year  for  addi- 
tional services  for  that  participant  in  subsequent  years  or  to 
make  payment  towards  the  participant’s  single  annual  deducti- 
ble described  in  paragraph  (2)(A).  Any  amounts  not  so  withdrawn 
by  the  end  of  the  project  shall  be  deposited  into  the  respective 
Trust  Funds  established  under  title  XVIII  of  the  Social  Security 
Act  in  such  proportions  as  the  Secretary  determines  to  be  appro- 
priate. 

The  Secretary  may  waive  compliance  with  the  requirements  of  title 
XVIII  of  the  Social  Security  Act  insofar  as  such  waiver  is  necessary 
to  conduct  the  demonstration  project. 

(c)  Grants,  payments  under  contracts,  and  other  expenditures 
made  for  the  demonstration  project  under  this  Act  shall  be  made  in 
appropriate  part  from  the  Federal  Hospital  Insurance  Trust  Fund 
(established  by  section  1817  of  the  Social  Security  Act)  and  the  Fed- 
eral Supplementary  Medicare  Insurance  Trust  Fund  (established  by 
section  1841  of  such  Act).  Grants  and  payments  under  contracts  may 
be  made  either  in  advance  or  by  way  of  reimbursement,  as  may  be 
determined  by  the  Secretary,  and  shall  be  made  in  such  installments 
and  on  such  conditions  as  the  Secretary  finds  necessary  to  carry  out 
the  purposes  of  this  Act.  The  amount  to  be  paid  from  each  of  the 
trust  funds  shall  be  determined  by  the  Secretary,  giving  due  regard 
to  the  purposes  of  the  project. 

d)  The  Secretary  shall  report  to  the  Congress  not  later  than  five 
years  after  the  date  of  the  enactment  of  this  Act  on  the  demonstration 
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project  under  this  Act,  on  savings  under  the  medicare  program 
achieved  through  the  project,  and  on  the  feasibility  and  advisability 
of  extending  the  terms  of  such  a demonstration  project  to  all  medi- 
care beneficiaries. 


Report  of  the 

COUNCIL  ON  STATE  LEGISLATION 

Reference  Committee  III 

Subject:  Annual  Report 

Presented  by:  William  L.  Hughes,  MD,  Chairman 
Referred  to:  Reference  Committee  III 

The  1984  legislative  session  was  predicted  to  have 
been  so  involved  with  budget  problems  that  there 
would  be  little  time  to  deal  with  medical  issues.  The 
prediction  turned  out  to  be  false  as  the  deadline  for 
bill  introduction  revealed  some  nine  bills  that  would 
have  given  certain  limited  licensed  practitioners  an 
expanded  role  of  practice.  Six  of  the  bills  were  de- 
feated due  in  part  to  pressure  exerted  by  the  OSMA 
membership  through  phone  calls  and  letters  to  state 
legislators.  Two  of  the  bills  (dieticians  and  occupa- 
tional therapy)  were  amended  favorably  and  put 
under  the  jurisdiction  of  the  State  Board  of  Medical 
Examiners.  One  bill  was  passed  into  law.  The  op- 
tometrists were  able  to  get  their  bill  signed  by  the 
Governor  which  allows  them  the  right  to  prescribe 
medicines.  This  is  dangerous  legislation  — our  voice 
of  opposition  was  heard  but  not  heeded. 

There  were  another  five  bills  that  dealt  with  the 
issue  of  insurance  payment  mechanisms  (HMOs, 
PPOs)  for  certain  limited  licensed  practitioners. 
After  much  debate  and  a lot  of  confusion,  two  of  the 
five  bills  were  amended  and  passed. 

A list  of  the  bills  and  their  ending  status  is  con- 
tained in  this  report.  All  in  all  the  Legislative  Council 
monitored  some  32  bills. 

As  physician  members  of  the  Oklahoma  State  Med- 
ical Association,  you  are  to  be  commended  for  your 
time  in  responding  to  legislative  alerts  by  contacting 
your  legislators.  The  State  Legislative  Council  has 
given  a great  deal  of  time  and  assistance  to  this  effort 
during  bi-weekly  meetings.  I conclude  by  encourag- 
ing all  Oklahoma  medical  doctors  to  join  OMPAC. 
We  could  do  much  better  with  more  involvement  in 
legislative  campaigns.  Membership  in  OMPAC  is  a 
small  price  to  pay  to  protect  our  profession. 

Respectfully  submitted, 

William  L.  Hughes,  MD,  Chairman 

Stephen  E.  Acker,  MD 

Thomas  C.  Alexander,  MD 

Richard  M.  Bregman,  MD 

Hugh  M.  Conner,  Jr.,  MD 

Raymond  L.  Comelison,  Jr.,  MD 

Billy  D.  Dotter,  MD 

Sam  L.  Earnest,  MD 

Robert  S.  Ellis,  MD 

William  E.  Harrison,  Jr.,  MD 

Mark  R.  Johnson,  MD 

William  P.  Jolly,  MD 

Perry  A.  Lambird,  MD 

Joan  K.  Leavitt,  MD 
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Larry  L.  Long,  MD 
Charles  B.  McCall,  MD 
Lee  N.  Newcomer,  MD 
Nolen  Armstrong,  MD 
Jack  D.  Powell,  MD 
Lawrence  A.  Reed,  MD 
George  F.  Short,  Esq. 
Joseph  W.  Stafford,  MD 
Jerry  B.  Vannatta,  MD 
Walter  H.  Whitcomb,  MD 
Edgar  W.  Young,  Jr.,  MD 
Veronica  Montero 
Ellie  Idstrom 


REPORT  A of  the 

COUNCIL  ON  STATE  LEGISLATION 

Reference  Committee  III 

Subject:  Formation  of  a Citizens  Council 
Presented  by:  William  R.  Hughes,  MD,  Chairman 
Referred  to:  Reference  Committee  III 

Our  council  has  discussed  at  a number  of  its  meet- 
ings the  association’s  inability  to  adequately  com- 
municate its  position  on  federal  and  state  legislative 


issues  to  the  general  public  and  particularly  to  bus- 
iness and  community  leaders.  There  is  ample  evi- 
dence to  prove  that  when  the  practice  rights  of  limited 
practitioners  are  expanded  by  legislation,  the  overall 
quality  of  medical  care  goes  down  and  the  price  goes 
up. 

Virtually  the  same  is  true  of  federal  initiatives. 
Conventional  wisdom  predicts  that  the  Prospective 
Pricing  System  using  Diagnosis  Related  Groupings 
will  result  in  a denial  of  necessary  care  to  certain 
patients  and  overpayments  to  hospitals  on  others. 
Further  ramifications  are  legion.  Already  hospitals 
are  announcing  major  layoffs  of  personnel,  and  some 
hospitals  are  in  danger  of  closing.  The  general 
economic  setbacks  coupled  with  restrictive  federal 
policy  could  cause  an  economic  recession  within  the 
medical  care  industry. 

The  OSMA  has  excellent  public  relations  and  legis- 
lative programs,  but  we  do  not  have  a broad  based 
constituency  sufficient  to  repeal  some  of  the  major 
public  policy  changes  that  could  have  a deep  and 
disastrous  effect  on  more  than  direct  patient  care. 

The  council  has  no  quick  and  simple  solutions  to 
this  communication  problem,  but  we  feel  some  struc- 
tured dialogue  with  business  and  community  leaders 
might  be  helpful.  Perhaps  these  discussions  would 
offer  businessmen  the  opportunity  to  discuss  their 


STATUS  OF  SENATE  BILLS 
April  24,  1984 

The  following  is  a list  of  some  of  the  more  important  pieces  of  legislation  being  monitored  by  the  Oklahoma  State  Medical  Association: 

Bill# 

Subject 

OSMA 

Position 

Status 

SB  253 

Multi-Phasic  health  screening 

Support 

Dead 

SB  413 

Discourage  frivolous  lawsuits;  providing  punitive  damage 

Support 

Dead 

SB  425 

Require  health  insurance  cover  for  newly  bom  children, 
transportation  necessary  for  delivery  of  medical  care 

Support 

Signed  by  Gov 

SB  434 

Require  health  maintenance  organizations  include 
services  rendered  by  a podiatrist 

Opposed 

Signed  by  Gov 

SB  435 

Define  preferred  provider  organizations  and  regulate 
their  development  and  operation 

Opposed 

Dead 

SB  446 

Establish  a board  to  certify  marriage  & family  therapists 

Opposed 

Dead 

SB  484 

Require  health  insurance  contracts  include  expenses 
incurred  in  connection  with  the  treatment  of  mental  illness 

Monitor 

Dead 

SB  510 

Require  health  insurance  policies  include  coverage 
for  mental  illness  comparable  to  other  forms  of  illness 

Monitor 

Dead 

SB  530 

Would  redefine  LMHP  to  incl  ude  Masters  degree  in  Social 
Work  for  purpose  of  evaluating  mental  competency 

Monitor 

Dead 

SB  557 

Would  create  committee  of  occupational  therapy  under 
the  Board  of  Medical  Examiners  which  would  license 
occupational  therapists 

Monitor 

Signed  by  Gov 

SB  558 

Would  create  alcohol  & drug  dependency  credential  board; 
would  certify  qualified  applicants  as  accredited  alcohol 
& drug  counselors 

Monitor 

Dead 

SB  559 

Create  office  of  child  abuse  prevention  within  State  . 
Department  of  Health 

Support 

In  Conference 

SJR54 

Would  direct  alcohol  & drug  abuse  prevention  authority 
to  create  committee  on  standards  for  alcohol  & drug 
professions 

Monitor 

Dead 
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corporate  medical  problems  with  the  association,  and 
we  in  turn  would  explain  our  concerns  over  legislative 
intrusions  into  the  practice  of  medicine. 


Recommendation: 

The  Board  of  Trustees  is  authorized  to  establish 
within  the  association  structure  a council  of  citizens 
who  would  meet  with  the  association  leadership  once 
or  twice  a year  to  discuss  health  policy  in  Oklahoma. 


STATUS  OF  HOUSE  BILLS 
April  24,  1984 

The  following  is  a list  of  some  of  the  more  important  pieces  of  legislation  being  monitored  by  the  Oklahoma  State  Medical  Association: 

OSMA 


Bill# 

Subject 

Position 

Status 

HB  1470 

Physician  to  report  suspicious  injuries  inflicted  on  a 
patient  that  appear  to  be  caused  by  criminal  conduct 

Support 

Signed  by  Gov 

HB 1550 

Requiring  physician  approval  before  child  reported  with  head  lice  can 
return  to  school/amended  to  authorize  school  nurses  or  other 
authorized  employees  to  dispense  non-prescription  medication 
to  students  with  parent  approval. 

Monitor 

Substitute  bill 
returned  to  House 
& Senate 

HB  1574 

Remove  certified  registered  nurse  anesthetists  (CRNA), 
direct  immediate  supervision  by  a licensed  physician 

Opposed 

Dead 

HB  1598 

Use  of  unclaimed  animals  for  scientific  investigation 
and  education 

Support 

Dead 

HB  1635 

Would  remove  references  to  practice  of  medicine  as 
grounds  for  revocation  or  suspension  of  a license  of 
any  chiropractor 

Actively 

Opposed 

Dead 

HB  1705 

Would  allow  physical  therapists  to  practice  independently 
without  physician  referral 

Opposed 

Dead 

HB  1720 

Would  define  all  insurance  policies  to  include  HMOs, 
nonprofit  HNA  corporations,  PPOs 

Opposed 

Signed  by  Gov 

HB  1743 

Would  prohibit  hospitals  from  charging  or  accepting 
payments  from  third-party  payers  for  hospital  services 
at  a reduced  rate  or  price  differential 

Neutral 

Dead 

HB  1751 

Define  preferred  provider  organization  (PPO)  or  any 
other  kind  of  prepaid  health  care  organization  within 
HMO  statutes;  provide  inclusion  of  chiropractic, 
optometric.  and  psychological  services 

Opposed 

Dead 

HB  1760 

Direct  Commissioner  of  Mental  Health  to  establish  a 
program  to  provide  comprehensive  in-patient  & out- 
patient mental  health  care  & treatment  for  deaf 
& hearing  impaired 

Monitor 

Dead 

HB  1787 

Require  health  insurance  contracts  cover  expenses 
incurred  in  connection  with  treatment  of  mental  illness 

Monitor 

Dead 

HB  1802 

Establish  the  State  Indigent  Health  Care  Act 

Support 

House  rejects 
Senate  Amend- 
ment & requests 
conference 

HB  1812 

Establish  Clean  Indoor  Air  Act 

Support 

Dead 

HB  1821 

Provide  licensing  & regulation  of  dieticians  under 
Oklahoma  State  Board  of  Medical  Examiners 

Monitor 

Signed  by  Gov 

HB  1822 

Perinatal  care  act 

Neutral 

Dead 

HB  1834 

Include  optometry  in  pharmacy  acts  and  allow  them 
to  prescribe  drugs  & medicines 

Actively 

Opposed 

Signed  by  Gov 

HB  1851 

Oklahoma  Clean  Air  Act 

Monitor 

Dead 

HB  1922 

Establish  “Licensed  Professional  Counselors  Act” 

Monitor 

Dead 

HB  1047 

Would  expand  Medicaid  coverage  & increase 
hospital  benefits 

Monitor 

Dead 
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Report  of  the 

COUNCIL  ON  MEDICAL  SERVICES 

Reference  Committee  III 

Subject:  Annual  Report 

Presented  by:  John  A.  Blaschke,  MD,  Chairman 
Referred  to:  Reference  Committee  III 

Introduction: 

The  council  has  been  charged  with  the  duties  of 
studying  and  making  decisions  and  formulating  ac- 
tivities with  respect  to  provisions  of  accurate  medical 
care,  including  but  not  limited  to  the  design  of  evalu- 
ation of  all  types  of  health  care  delivery  systems, 
health  planning,  the  financing  of  medical  services 
and  its  impact  on  the  quality  of  patient  care,  the 
social  aspects  of  health,  internal  peer  review 
mechanism,  and  the  appraisal  of  all  external  pro- 
grams which  affect  the  cost  and  quality  of  medical 
care. 

Review  of  Activities: 

A.  Appropriateness  Review  Committee  — Last 
year  the  House  of  Delegates  adopted  Resolution  18 
which  instructed  the  association  to  begin  conducting 
peer  review  for  both  appropriateness  of  care  and  fees. 
The  council  continued  its  appropriateness  review  but 
withheld  review  of  fees  in  light  of  the  anticipated 
settlement,  by  the  AMA,  of  the  Federal  Trade  Com- 
mission lawsuit.  Even  with  the  lack  of  actual  fee 
review,  the  council  adjudicated  40  cases  over  the  last 
twelve  months. 

B.  Physician  Placement  — Directing  physicians 
to  rural  Oklahoma,  or  any  underserved  area,  is  a 
priority  of  the  OSMA,  but  it  is  the  main  activity  of 
the  Oklahoma  Physician  Manpower  Training  Com- 
mission. The  OSMA,  over  the  past  eight  years,  has 
supported  the  PMTC  for  several  reasons.  (1)  The 
“blueprint”  for  the  PMTC  is  a program  the  OSMA 
had  some  ten  years  ago,  a rural  community  scholar- 
ship program.  (2)  By  law,  the  OSMA  is  represented 
on  the  PMTC.  Three  of  the  five  physician  members 
are  active  OSMA  members:  C.  S.  Lewis,  Jr.,  MD, 
Tulsa;  William  D.  Dotter,  MD,  Okeene,  current  chair- 
man; and  Francis  Hollingsworth,  MD,  El  Reno.  (3) 
The  PMTC  aids  the  OSMA  in  physician  placement, 
because  they  have  the  most  up-to-date  information 
on  community  needs  and  physicians  looking  to  relo- 
cate. (4)  The  primary  care  residents’  salaries  are  paid 
through  the  PMTC,  and  since  about  three  years  ago, 
for  the  first  time,  thanks  to  the  PMTC  budget,  there 
have  been  enough  residency  slots  in  Oklahoma  to 
keep  all  primary  residents  in  state. 

For  1984  the  commission  is  financially  supporting 
medical  and  osteopathic  students  as  follows: 

(1)  Rural  Loan  and  Scholarship  Fund  — 44  stu- 
dents have  obligations  to  practice  in  Oklahoma  com- 
munities with  populations  of  7,500  or  less.  (2)  Com- 
munity-Match Loan  and  Scholarship  Program  — 15 
students  have  matched  with  communities,  50%  of  the 
funding  from  the  state  and  50%  from  the  community. 


Since  the  beginning  of  PMTC,  238  students  have 
enrolled  in  scholarship  programs  and  the  rate  in  hav- 
ing the  students  return  to  serve  out  their  debt  is  very 
good,  approximately  75%. 

C.  Single  State  Medicare  Reimbursement  — 
Two  years  ago  the  OSMA  went  on  record  in  support 
of  a single  statewide  reimbursement  zone  for  Okla- 
homa. This  concept  was  begun  by  the  Oklahoma 
Health  Systems  Agency  and  eventually  got  the  sup- 
port of  the  Oklahoma  State  Legislature.  However, 
once  the  federal  government  received  the  request, 
they  calculated  that  it  would  cost  approximately 
three  million  dollars  a year  in  order  to  change  Okla- 
homa from  five  reimbursement  zones  to  a single  state 
reimbursement  zone,  even  though  we  argue  that  an 
additional  three  million  dollars  broken  down  per 
month  is  only  approximately  1%  increase  to  the 
Health  Care  Financing  Administration’s  budget. 
Here  we  are  two  years  later  and  the  request  has  been 
passed  around  from  department  to  department  and 
no  one  will  make  the  final  decision.  It  is  our  hope 
that  the  decision  in  favor  of  changing  to  a single  state 
reimbursement  zone  will  be  forthcoming  and  will  be 
implemented  by  July  of  1985. 


Recommendations: 

1.  The  Appropriateness  Review  Committee  will 
continue  its  activities. 

2.  Continue  support  for  the  Physician  Manpower 
Training  Commission  and  its  physician  placement 
program. 

3.  The  OSMA  continue  to  support  and  actively  en- 
courage changing  Oklahoma  to  a single  statewide 
Medicare  reimbursement  area. 


Budget  Requests: 


Council  meeting  expenses  $ 500.00 

Other  council  objectives  and 

educational  opportunities 1,000.00 

Total  $1,500.00 


Respectfully  submitted, 

John  A.  Blaschke,  MD,  Chairman 

Ronald  S.  Barlow,  MD 

A.  Paul  Compton,  MD 

Donald  L.  Cooper,  MD 

Kurt  Frantz,  MD 

Maurice  C.  Gephardt,  MD 

Bartis  M.  Kent,  MD 

John  T.  Keown.  Jr.,  MD 

Ray  V.  McIntyre,  MD 

Edwin  E.  Rice,  MD 

John  C.  Sacra,  MD 

Robert  C.  Troop,  MD 

Orange  Welborn,  MD 

Kenneth  E.  Whinery,  MD 

Rebecca  Worrell,  MSII 

Richard  N.  Ernest,  Staff 
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Report  of  the 

COUNCIL  ON  MEMBER  SERVICES 

Reference  Committee  III 

Subject:  Annual  Report 

Presented  by:  William  O.  Coleman,  MD,  Chairman 
Referred  to:  Reference  Committee  III 

Introduction: 

It  is  the  responsibility  of  the  Council  on  Member 
Services  to  monitor  and  develop  programs  that  offer 
direct  benefits  to  physicians  as  a result  of  their  mem- 
bership in  OSMA.  These  include  a variety  of  spon- 
sored insurance  programs  — including  the  successful 
professional  liability  coverage  through  PLICO, 
PLICO’s  Health  Insurance,  Group  Life  Insurance, 
Hospital  Indemnity  Insurance,  Disability  Income  In- 
surance, Workers’  Compensation  Insurance,  full  time 
accident  insurance,  business  overhead  expense  insur- 
ance, and  a disability  insurance  program  for  student 
members. 

Additionally,  the  council  supervises  the  OSMA- 
sponsored  tours  and  offers  numerous  other  programs 
each  year  for  OSMA  members.  In  addition,  the  coun- 
cil is  available  to  assist  county  medical  societies,  the 
OSMA  Auxiliary,  and  resident  and  medical  student 
organizations. 

The  council  is  also  charged  with  the  responsibility 
of  supervising  and  maintaining  the  underwriting 
program  for  professional  liability  insurance  through 
PLICO.  This  is  a contracted  function  between  the 
OSMA  and  the  PLICO  Management  Company,  C.  L. 
Frates,  Inc. 

Review  of  Activities: 

Workers’  Compensation: 

Following  the  1983  Annual  Meeting  of  the  House 
of  Delegates,  the  council  was  authorized  to  offer  a 
new  insurance  plan  to  OSMA  members.  The  Dodson 
Insurance  Group  was  authorized  to  offer  workers’ 
compensation  insurance  to  OSMA  members  at  a re- 
duced premium.  Their  insurance,  underwritten  by 
Casualty  Reciprocal  Exchange,  is  the  official  OSMA 
workers’  compensation  policy. 

One  of  the  concerns  expressed  by  the  last  House  of 
Delegates  was  that  many  Oklahoma  physicians 
might  not  realize  that  they  are  required  by  state  law 
to  carry  workers’  compensation  insurance  on  their 
office  employees.  Upon  offering  the  Dodson  workers’ 
compensation  policy  it  was  discovered  that  this  fear 
was  well-founded.  Many  physicians  contacted  the 
medical  association  asking  if  they  needed  this  type 
of  coverage. 

New  Employee  Seminars: 

Two  seminars  for  new  medical  office  employees 
were  sponsored  by  the  council  in  1983-84.  The  pur- 
pose of  the  seminars  is  to  familiarize  new  medical 
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office  employees  with  the  legal  and  ethical  aspects 
of  the  doctor-patient  relationship  and  to  give  them 
some  background  information  on  medical  education, 
medical  ethics,  physician-hospital  relationship, 
financing  medical  care,  and  working  with  patients. 

The  seminars  were  held  on  February  15  and  16  in 
Tulsa  and  Oklahoma  City  respectively. 

Ed  Kelsay,  OSMA  legal  counsel,  served  as  instruc- 
tor for  the  seminars.  A fee  of  $50  per  person  was 
charged  to  offset  the  cost  of  the  seminars  and  to  pay 
for  the  educational  materials  that  were  distributed. 
Approximately  40  medical  office  employees  took  ad- 
vantage of  the  offering. 

AMA-GTE  Telenet: 

The  American  Medical  Association’s  nationwide 
computerized  medical  information  program,  Telenet, 
continues  to  grow  and  expand.  It  will  be  offered  to 
Oklahoma  physicians  this  summer  and  the  function 
will  be  supervised  by  the  Council  on  Member  Ser- 
vices. 

In  preparation  for  offering  the  program,  your  coun- 
cil has  surveyed  all  Oklahoma  physicians  in  order  to 
develop  a list  of  those  that  already  have  a computer 
that  is  compatible  with  the  Telenet  System.  For  these 
physicians  it  will  only  be  necessary  to  install  (if  they 
do  not  already  have  one)  what  is  known  as  a tele- 
phone modem  in  order  to  access  the  national  data 
base.  For  physicians  without  computer  capability  it 
will  be  necessary  to  procure  a computer  terminal  and 
a telephone  modem. 

The  Telenet  system  makes  available  to  physicians 
five  major  data  bases  of  medical  information:  disease 
information,  drug  information,  current  procedural 
terminology  information,  socioeconomic  bibliog- 
raphy information,  and  medical-clinical  bibliography 
information  with  an  abstract  service.  In  addition, 
there  is  a nationwide  computerized  mail  service  al- 
lowing any  physician  on  the  system  to  contact  any 
other  physician  on  the  system  using  Med-Mail. 

AMA  and  GTE  have  announced  their  intention  of 
developing  a special  program  that  will  allow  physi- 
cians to  file  insurance  and  Medicare  claims  directly 
to  the  company  or  carrier  utilizing  the  Telenet  sys- 
tem. 

Computer  Conference: 

October  4,  1983,  your  council  participated  in  the 
Southwest  Computer  Conference  in  Tulsa,  Okla- 
homa, by  offering  a half-day  program  on  the  use  of 
a computer  in  a medical  office.  The  conference  was 
actually  three  days  long,  October  4-6,  in  Tulsa’s  As- 
sembly Center  and  featured  over  200  exhibits  from 
computer  hardware  and  software  companies. 

OSMA’s  portion  was  conducted  on  Tuesday  morn- 
ing by  Ed  Kelsay,  OSMA  legal  counsel.  In  keeping 
with  the  council’s  policy  of  attempting  to  make  each 
program  self-sustaining,  a fee  of  $25  per  person  was 
charged. 

DRG  Brochure: 

With  the  coming  of  the  Diagnosis  Related  Groups 
(DRGs)  reimbursement  system  for  hospitals,  your 
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council  felt  it  important  to  attempt  to  explain  DRGs 
and  their  importance  to  OSMA  physician  members. 
A brochure  entitled  “A  New  Reimbursement  System,” 
an  explanation  of  DRGs,  was  purchased  from  the 
Minnesota  Medical  Association  in  sufficient  quantity 
to  be  mailed  to  all  Oklahoma  physicians. 

This  four-page  brochure  explains  what  DRGs  are, 
how  they  affect  the  individual  physician’s  practice, 
some  of  the  major  features  of  the  DRG  legislation, 
and  a pro  and  con  explanation  of  DRGs. 

The  brochure  was  distributed  to  all  OSMA  mem- 
bers in  late  1983. 

Contracting  Alert: 

A special  edition  of  the  OSMA  newsletter  was  pub- 
lished by  the  council  on  physician  contracting.  Enti- 
tled “Contracting  Alert,”  the  purpose  of  the  newslet- 
ter was  to  explain  to  physician  members  of  the  OSMA 
the  importance  of  carefully  reading  any  PPO  or  HMO 
contract  submitted  to  them  for  signature. 

While  the  OSMA  is  forbidden  by  the  Federal  Trade 
Commission  and  the  various  antitrust  acts  to  take 
any  position  regarding  PPOs  or  HMOs,  it  does  have 
the  right  and  duty  to  inform  physician  members 
about  possible  contract  pitfalls. 

It  is  anticipated  that  other  special  issues  of  the 
newsletter  will  be  published  in  the  future  on  this 
same  subject. 

Hospital  Medical  Staff  Council: 

This  council,  in  conjunction  with  the  Council  on 
Medical  Services,  jointly  formed  a special  ad  hoc  com- 
mittee to  study  the  creation  of  a special  Hospital 
Medical  Staffs  Council  within  the  OSMA’s  council 
structure. 

All  state  medical  associations  are  being  urged  by 
the  American  Medical  Association  to  recognize,  in 
some  appropriate  manner,  the  importance  of  hospital 
medical  staffs.  The  AMA  has  even  created  a special 
Hospital  Medical  Staff  Section  that’s  entitled  to  vot- 
ing representation  in  the  AMA’s  House  of  Delegates. 

The  OSMA’s  special  ad  hoc  committee  has  recom- 
mended that  a new  Council  on  Hospital  Medical 
Staffs  be  created  through  a change  in  the  OSMA 
bylaws.  An  appropriate  bylaws  amendment  has  been 
drawn  up  and  approved  by  the  association’s  Constitu- 
tion and  Bylaws  Committee. 

Purpose  of  the  new  council  will  be  to  allow  direct 
input  from  hospital  medical  staffs  to  the  association’s 
activities.  It  shall  establish  and  maintain  a communi- 
cations liaison  with  organized  hospital  medical 
staffs,  develop  policy  recommendations  regarding 
medical  staff  relations  for  consideration  by  the  associ- 
ation, and  establish  and  maintain  appropriate  rela- 
tions with  federal  and  state  government  entities  hav- 
ing statutory  or  regulatory  jurisdiction  affecting  med- 
ical staffs. 

It  is  the  recommendation  of  this  council  that  the 
association  bylaws  be  amended  to  provide  for  the  cre- 
ation of  the  new  council. 

OSMA  Sponsored  Insurance: 

(Statistical  reports  on  each  of  the  association’s  vari- 


ous insurance  plans  will  be  presented  to  the  OSMA 
House  of  Delegates  at  the  May  meeting.) 

The  OSMA  sponsors  eight  different  insurance  pro- 
grams of  interest  to  physicians.  Two  of  them,  profes- 
sional liability  and  PLICO  Health,  are  wholly  owned 
by  the  association  through  the  Physicians  Liability 
Insurance  Company.  The  others  are  sponsored  by  the 
association  in  some  manner. 

Workers’  Compensation  Insurance 

In  1983,  the  association  began  sponsoring  the 
Workers’  Compensation  Insurance  Program  written 
by  Casualty  Reciprocal  Exchange,  a member  of  the 
Dodson  Insurance  Group.  This  program  was  adver- 
tised to  all  members  of  the  state  medical  association 
with  a reminder  that  under  the  workers’  compensa- 
tion amendments  of  a few  years  ago,  it  is  necessary 
for  all  physician  offices  to  have  this  type  of  coverage 
for  their  employees.  There  are  approximately  200  of- 
fices carrying  this  coverage. 

Group  Term  Life 

The  association’s  Group  Term  Life  Program  offers 
coverage  from  $25,000  up  to  $300,000  for  the  physi- 
cian and  his  spouse,  and  from  $10,000  to  $100,000 
for  the  employee  of  the  physician.  As  of  mid-March, 
1984,  there  were  approximately  265  lives  insured 
through  this  program. 

In  late  1983,  the  Group  Term  Life  Program  was 
moved  from  the  former  carrier  to  the  Continental 
Insurance  Company  and  administration  of  the  pro- 
gram was  changed  over  the  C.  L.  Frates  and  Company. 
The  number  of  insureds  since  the  changeover  has 
continued  to  grow. 

Disability  Income 

There  are  452  lives  insured  under  the  association’s 
Disability  Income  Program.  The  purpose  of  this  type 
of  insurance  is  to  offset  the  physician’s  loss  of  income 
due  to  sickness  or  disability. 

The  association’s  program  is  extremely  flexible 
with  a large  number  of  options  available,  including 
an  accidental  death  benefit,  a dismemberment  be- 
nefit, etc. 

Recovery  can  be  purchased  to  start  in  45  days,  3 
months,  9 months,  or  12  months  following  a disabil- 
ity. 

Overhead  Expense  Program 

If  a physician  does  become  disabled,  not  only  does 
his  income  stop,  but  his  overhead  continues.  This 
type  of  coverage  allows  the  physician  to  keep  his  office 
open  until  he  can  return  to  work  or  until  it  can  be 
closed  in  an  orderly  fashion. 

At  the  present  time  there  are  239  lives  insured 
under  this  program,  up  from  225  in  1982. 

Benefits  are  available  in  increments  of  $100  up  to 
$5,000  a month  maximum. 

Hospital  Indemnity 

This  program  pays  a specified  amount  per  day 
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whenever  an  insured  is  a patient  in  the  hospital.  Up 
to  365  days  of  benefits  are  available  from  $20  to  $100 
per  day.  It  can  include  the  association  member, 
spouse,  and  family. 

Accidental  Death  and  Dismemberment 

This  program  provides  benefits  from  $25,000  to 
$100,000  for  accident  loss  of  life  and  a portion  thereof 
for  accidental  loss  of  limb,  eyesight,  speech,  or  hear- 
ing. The  protection  is  24  hours  a day  no  matter  where 
the  person  is. 

Underwriting  Review  : 

The  most  important  function  carried  out  by  the 
Member  Sendees  Council  this  administrative  year 
has  been  the  conduct  of  the  annual  Undenvriting 
Review  for  the  association-owned  Physicians  Liabil- 
ity Insurance  Company  (PLICO). 

The  underwriting  plan  for  PLICO  requires  that 
each  year  the  association’s  Council  on  Member  Ser- 
vices review'  all  claims,  settlements,  or  judgments  to 
determine  w'hether  or  not  there  is  a pattern  of  losses 
that  could  be  prevented  through  an  underwriting  or 
loss  prevention  mechanism. 

Although  the  underwriting  plan  has  called  for  an 
“annual”  review  since  the  company  was  founded  in 
January,  1980,  the  methodology  to  conduct  such  a 
review7  has  not  existed  until  this  year.  In  order  to 
carry  out  the  review7,  the  council  met  on  January  7th 
and  29th,  February  12th  and  26th,  and  March  11th. 
Each  time  there  wTas  a full  day  meeting  that  resulted 
in  a total  review7  of  144  claim  files  involving  70  physi- 
cians. 

The  council  requested  from  PLICO’s  management 
company,  the  names  of  physicians  w'ho  have  experi- 
enced three  or  more  professional  liability  claims 
since  January  1, 1980,  and  a second  list  of  physicians’ 
names  w'ho  were  involved  during  the  same  period  in 
claims  paid  or  reserved  at  $100,000  or  more.  There- 
fore, the  review7  system  followed  was  confined  to  an 
assessment  of  physicians  who  were  indentified  by 
frequency  and/or  severity  measurements. 

Following  the  review  of  each  physician  and/or 
claims  set,  the  council  would  determine  w'hether  to 
pass  the  claims  through  without  action,  to  collec- 
tively formulate  underwriting  recommendations  re- 
garding the  individual  physician,  or,  in  a number  of 
cases,  to  write  directly  to  the  physician  involved  for 
additional  information. 

The  report  of  the  council’s  activities  regarding  un- 
derwriting was  submitted  to  the  PLICO  Board  of 
Trustees,  along  with  numerous  recommendations  re- 
garding individual  physicians,  at  its  meeting  on 
March  18. 

Now  that  the  methodology  is  available,  it  is  antici- 
pated that  the  “annual”  underwriting  review  will 
take  place  at  an  appropriate  time  each  year.  In  addi- 
tion, this  first  review  is  not  totally  complete  at  this 
time.  Several  physicians  selected  by  the  frequency 
and  severity  screens  will  continue  to  be  monitored 
by  the  council  and  additional  recommendations  may 
be  forthcoming. 


It  is  the  council’s  intention  to  meet  at  least  four 
times  each  year  so  that  it  can  exercise  its  responsibil- 
ity to  provide  an  on-going  underwriting  review  ser- 
vice on  a case-by-case  basis.  Additionally,  it  is  the 
council’s  intention  to  carefully  restudy  the  underwrit- 
ing plan  currently  being  followed  and  to  make  appro- 
priate recommendations  for  future  changes. 

Sponsored  Tours: 

For  many  years  the  association  has  sponsored  tours 
through  the  INTRAV  Corporation.  This  is  one  of  the 
most  respected  tour  operators  in  the  United  States 
working  primarily  through  professional  associations 
representing  medical  doctors,  bankers,  lawyers, 
CPAs,  etc. 

The  association  recovers  all  of  its  expenses  for  pro- 
moting tours  from  INTRAV  Corporation  and  is  thus 
able  to  make  them  available  to  physician  members 
at  no  cost  to  the  association.  One  of  the  interesting 
things  about  the  INTRAV  tours  is  that  they  are  made 
up  from  several  different  states  and  usually  contain 
an  excellent  cross  section  of  other  professionals. 

In  1983-84  the  association  sponsored  the  following 
tours: 

1983 

Canyonlands  of  America  (June) 

Dutch  Waterways  (June) 

Main  River  (July) 

Colonial  South  Air/Sea  Cruise  (October) 

Danube  River  Adventure  (November) 

1984 

Carribbean  Air/Sea  Cruise  (January) 

South  Pacific  (March) 

Spain/Portugal  Adventure  (May) 

Dutch  Waterways  (June) 

Orient-Express  Adventure  (July) 
Europe/Oberammergau  Passion  Play  (July) 
Mediterranean/Greek  Isles  Air/Sea  Cruise  (Sept) 
Danube  River  Adventure  (October) 

Respectfully  submitted, 

William  O.  Coleman,  MD. 

Chairman 

Richard  A.  McKinne,  MD, 

Vice-Chairman 
William  G.  Bernhardt,  MD 
Tim  S.  Caldwell,  MD 
E.  Edwin  Fair,  MD 
Joe  Ray  Hamill,  MD 
Joe  S.  Hester,  MD 
George  H.  Jennings,  MD 
Robert  A McLauchlin,  MD 
Jack  P.  Myers,  MD 
Don  G.  Nelson,  MD 
Francis  D.  Oakes,  MD 
Paul  O.  Shackelford,  MD 
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Report  of  the 
OKLAHOMA  MEDICAL 
POLITICAL  ACTION  COMMITTEE 

Reference  Committee:  III 

Subject:  Annual  Report 

Presented  by:  William  Leebron,  MD,  Chairman 
Referred  to:  Reference  Committee  III 

The  board  of  the  Oklahoma  Medical  Political  Ac- 
tion Committee  will  meet  during  the  1984  Annual 
Meeting  on  Friday,  May  11,  1984  at  2:00  pm.  All 
OMPAC  members  are  invited  to  attend. 

The  key  dates  for  the  1984  election  year  are  as 
follows: 

Candidate  filing  is  July  9-10-11 
Primary  election  on  August  28 
Runoff  election  on  September  18 
General  election  on  November  6 
As  of  April  26,  1984  the  OMPAC  membership  is 


as  follows: 

Regular  Members  ($50)  438 

Sustaining  Members  ($100)  9 

“200”  Club  Members  18 

TOTAL  MEMBERSHIP  465 


The  following  is  a breakdown  of  the  Sustaining  and 
“200”  Club  Members: 

Sustaining 

Joseph  Salamy,  MD,  Tulsa 

David  Fell,  MD,  Tulsa 

William  Bernhardt,  MD,  Midwest  City 

Clarence  Robison,  MD,  OKC 

Carl  H.  Guild,  MD,  Bartlesville 

Thomas  N.  Lynn,  MD,  OKC 

Nancy  W.  Dever,  MD,  Chickasha 

Tim  Smalley,  MD,  Stillwater 

Vernon  Vix,  MD,  Chickasha 

“200”  Club 

Joseph  Stafford,  MD,  Enid 

John  McIntyre,  MD,  Enid 

James  D.  Funnell,  MD,  OKC 

Orange  Welbom,  MD,  Ada 

George  Kamp,  MD,  Tulsa 

William  L.  Hughes,  MD,  OKC 

Michael  Haugh,  MD,  Tulsa 

Ed  L.  Calhoon,  MD,  Beaver 

Elvin  Amen,  MD,  Bartlesville 

Victor  Robards,  MD,  Tulsa 

William  Leebron,  MD,  Elk  City 

James  B.  Eskridge  III,  MD,  OKC 

Floyd  Miller,  MD,  Tulsa 

Raymond  Comelison,  MD,  Midwest  City 

Jodie  Edge,  MD,  Norman 

David  Bickham,  Edmond 

Ed  Kelsay,  OKC 

Lyle  Kelsey,  Edmond 

The  financial  report  as  of  April  26,  1984  is  as  fol- 
lows: 

(an  independent  audit  is  being  requested) 


Hard  Dollars  (available  for 

campaign  contributions) $25,421.18 

Soft  Dollars  (Educational 
fund) 95.45 


The  OMPAC  board  will  be  electing  new  members 


to  the  board  due  to  the  congressional  redistricting 
and  fill  vacancies. 

Mrs.  Glo  Henley,  OMPAC  secretary-treasurer,  has 
submitted  her  resignation  due  to  her  heavy  work 
commitments.  OMPAC  would  like  to  extend  its  ap- 
preciation to  Glo  for  an  exemplary  job  and  wish  her 
the  very  best  in  her  future  endeavors. 

The  OSMA  Auxiliary  is  in  the  proces  of  finding  a 
replacement  to  fill  the  secretary-treasurer  position. 

Lyle  Kelsey  has  resigned  from  OSMA  effective 
April  1,  1984.  Lyle  has  served  very  ably  as  staff  to 
OMPAC  and  has  agreed  to  stay  with  this  position 
through  the  1984  election  year  to  ensure  continuity. 
The  OMPAC  board  is  appreciative  of  his  efforts  with 
OMPAC  and  his  willingness  to  stay  on  through  the 
year.  We  extend  best  wishes  in  his  new  career. 


Report  of  the 
PHYSICIANS  COMMITTEE 

Reference  Committee  III 

Subject:  Annual  Report 

Presented  by:  Ted  Clemens,  Jr.,  MD,  Chairman 
Referred  to:  Reference  Committee  III 

On  Saturday,  February  11,  1984,  the  OSMA  Physi- 
cians Committee  met  to  develop  operational 
guidelines  for  the  committee  to  be  presented  to  the 
OSMA  Board  of  Trustees  at  the  annual  meeting.  The 
committee  heard  from  Doyle  Smith,  MD,  an  anes- 
thesiologist from  Hattiesburg,  Mississippi,  who  is  the 
director  of  the  Pine  Grove  Recovery  Center  in  Missis- 
sippi that  works  with  impaired  professionals.  Several 
years  ago  Dr  Smith  indicated  he  was  an  impaired 
physician  by  reason  of  abuse  of  alcohol  and  now 
quickly  identifies  the  problems  that  most  state  med- 
ical societies  have  in  dealing  with  physicians  who 
are  substance  abusers.  Dr  Smith  was  very  informa- 
tive and  helpful  to  the  committee  in  evaluating  the 
need  for  an  impaired  physician  program  in  Okla- 
homa. 

Dr  Ted  Clemens,  committee  chairman,  expresses 
his  appreciation  to  the  committee  members  who  have 
been  very  diligent  in  attendance  of  Saturday  meet- 
ings for  their  dedication  and  hard  work. 

The  OSMA  Physicians  Committee  submits  the  fol- 
lowing proposal  to  the  OSMA  Board  of  Trustees  for 
approval. 

The  OSMA  Physicians  Committe  believes  that  the 
problem  of  impaired  professional  performance  among 
physicians  is  the  responsibility  of  the  medical  profes- 
sion and  specifically  of  the  Oklahoma  State  Medical 
Association.  To  meet  this  need,  the  committee  recom- 
mends that  the  OSMA  Board  of  Trustees  approve  the 
establishment  and  operation  of  a new  committee 
called  the  Physician  Recovery  Committee  to  replace 
the  Physicians  Committee.  The  purpose  and  opera- 
tion of  the  Physician  Recovery  Committee  are  as  fol- 
lows: 

Purpose 

1.  To  establish  a statewide  noncoercive  advocacy 
program  for  locating,  contacting,  and  offering  re- 
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habilitative  help  to  physicians  whose  professional 
competency  has  become  impaired  because  of  al- 
coholism and  chemical  dependence. 

2.  To  continue  to  work  in  liaison  with  State  Board 
of  Medical  Examiners. 

3.  To  establish  programs  of  education  and  preven- 
tion concerned  with  alcoholism  and  other  chemical 
dependence. 

4.  To  educate,  identify,  verify,  intervene,  direct 
to  treatment,  and  evaluate  for  re-entry  into  the  active 
profession. 


General  Principles 

Regarding  the  impaired  physician,  the  Oklahoma 
State  Medical  Association  subscribes  to  the  following 
principles: 

1.  The  association  is  motivated  in  this  area  by 
humanitarian  concern  for  the  public  and  the  im- 
paired physician  and  his  family. 

2.  The  association  is  further  motivated  by  the 
economic  impact  to  the  citizens  of  Oklahoma  result- 
ing from  the  loss  of  a fully  trained  physician,  and  is 
concerned  about  the  erosion  of  the  public’s  trust 
which  follows  our  failure  to  intervene. 

3.  The  association  recognizes  that  alcoholism 
and  other  chemical  dependence  are  forms  of  impair- 
ment that  must  not  be  hidden,  ignored,  or  untreated 
in  physicians. 

4.  The  association  recognizes  that  alcoholism 
and  chemical  dependency  are  treatable  diseases. 

5.  The  association  favors  treatment  and/or  re- 
habilitation of  impaired  medical  doctors  above  any 
other  alternative. 

6.  The  association  encourages  any  physician  cap- 
able of  recognizing  his  or  her  impairment  to  seek 
help  and  cooperate  in  treatment  by  all  means  at  the 
disposal  of  the  association’s  Physician  Recovery  Com- 
mittee. 

7.  The  association  favors  early  intervention  in 
cases  of  physician  impairment  while  personal,  finan- 
cial, mental,  and  physical  resources  are  intact  and 
minimum  damage  has  been  done  to  professional  repu- 
tation or  to  the  public. 

8.  All  action  taken  by  the  association’s  Physician 
Recovery  Committee  on  behalf  of  the  impaired  physi- 
cian will  be  done  in  such  a manner  as  to  preserve 
the  physician’s  right  to  resume  practice  without  re- 
striction or  stigma  upon  recovery  or  re-entry. 

9.  All  actions  taken  in  the  area  of  impaired  physi- 
cians by  the  association  are  intended  to  be  in  the 
best  interest  of  the  physician  and  the  public. 

10.  Referral  to  the  association’s  Board  of  Trustees 
by  the  Physician  Recovery  Committee  will  be  consid- 
ered when  the  impaired  physician’s  actions  endanger 
the  public  or  himself  and  the  impaired  physician  re- 
peatedly refuses  assistance  from  the  committee. 
Upon  referral,  the  association’s  Board  of  Trustees  will 
handle  the  situation  according  to  the  judicial  author- 
ity stipulated  in  the  Constitution  and  Bylaws,  Chap- 
ter 5,  Sections  7.03  through  7.035. 
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Structure 

To  be  effective,  the  impaired  physician  program 
must  have  the  active,  unqualified  support  of  the  state 
association.  The  Physician  Recovery  Program  of  the 
Oklahoma  State  Medical  Association  will  encompass 
the  entire  state  of  Oklahoma  and  be  administered 
by  the  association.  Existing  mechanisms  within  local 
medical  societies  will  be  integrated  and  utilized  by 
the  statewide  program.  The  Physician  Recovery  Com- 
mittee will: 

1.  Broadly  publicize  the  Physician  Recovery  Pro- 
gram and  direct  an  educational  effort  to  physicians 
and  their  families,  hospital  staffs,  county  medical 
societies,  auxiliaries,  and  others  to  communicate  the 
general  principles  of  the  program  and  solicit  cooper- 
ation. 

2.  Establish  a registry  of  effective  resources  in 
the  areas  of  alcoholism  and  chemical  dependence. 
This  registry  will  be  continually  updated  and  will 
serve  as  the  basis  for  referral  and  evaluation. 

3.  Supply  pertinent  information  concerning  the 
disease  of  alcoholism  and  chemical  dependence  and 
knowledgeable  referrals  for  effective  treatment. 

4.  Confirm  allegations  of  physician  impairment. 

5.  Appoint  a director  to  develop  overall  policies 
and  guidelines  regarding  the  implementation  and 
maintenance  of  the  physician  recovery  program. 

6.  Assist  the  director  with  administrative  func- 
tions including  fiscal  management. 

7.  Make  recommendations  to  the  association’s 
Board  of  Trustees  regarding  any  impaired  physician 
who  has  failed  to  achieve  an  acceptable  degree  of 
rehabilitation  after  receiving  maximum  help  from 
the  Physician  Recovery  Committee. 

Legal  Issues 

The  OSMA  Physician  Recovery  Committee  will  re- 
view the  AMA  booklets  on  model  legislation  concern- 
ing impaired  physicians  and  compare  that  to  the 
Oklahoma  Statutes  for  any  discrepancies  or  omis- 
sions. Recommendations  regarding  legislation 
needed  to  modify  the  Oklahoma  Statutes  in  facilitat- 
ing the  Physician  Recovery  Program  will  be  referred 
to  the  OSMA  Legislative  Committee  for  possible  ac- 
tion. 

Budget 

The  proposed  budget  is  submitted  to  the  OSMA 


Board  of  Trustees  for  approval: 

Meetings  (once  a quarter) $ 500 

Travel  (county  medical 

societies) 1,000 

Director  15,000 

TOTAL  PROPOSED  BUDGET  $16,500 


Respectfully  submitted: 

Ted  Clemens,  Jr.,  MD,  Chairman 
Donald  L.  Brawner,  MD 
Ted  J.  Brickner,  Jr.,  MD 
Raymond  L.  Comelison,  Jr.,  MD 
Jim  C.  Couch,  MD 
Boyd  K.  Lester,  MD 
James  R.  Rhymer,  MD 
Charles  J.  Shaw,  MD 
J.  Darrel  Smith,  MD 
Mark  R.  Johnson,  MD 

Oklahoma  State  Medical  Association 


Oklahoma 

State  Medical  Association 
House  of  Delegates 


Oklahoma 

State  Medical  Association 
House  of  Delegates 


Resolution:  3 
(Adopted) 

Introduced  by:  OSMA  Board  of  Trustees 
Subject:  Voluntary  Fee  Freeze 
Referred  to:  Reference  Committee  III 

Whereas,  The  Board  of  Trustees  of  the  American 
Medical  Association  has  issued  an  appeal  to  all 
America’s  physicians  to  voluntarily  freeze  fees  for 
one  year;  and 

Whereas,  The  leadership  of  OSMA  has  made  a 
similar  request  to  all  Oklahoma  physicians;  and 
Whereas,  State,  county,  and  specialty  medical  or- 
ganizations across  the  nation  have  voted  to  endorse 
the  voluntary  fee  freeze;  and 
Whereas,  A survey  conducted  by  OSMA  confirms 
that  a vast  majority  (more  than  95%)  of  Oklahoma 
physicians  support  a voluntary  fee  freeze;  now  there- 
fore be  it 

Resolved,  That  the  House  of  Delegates  supports 
the  voluntary  fee  freeze  recommended  by  the  AMA 
and  encourages  all  physicians  to  abide  by  the  freeze 
until  March  1,  1985;  and  be  it  further 
Resolved,  That  Oklahoma  physicians  continue  to 
demonstrate  their  compassion  and  concern  for  the 
disadvantaged  elderly  and  the  unemployed  by  render- 
ing necessary  services  without  regard  to  ability  to 
pay- 


Oklahoma 

State  Medical  Association 
House  of  Delegates 

Resolution:  4 
(Not  adopted) 

Introduced  by:  Washington-Nowata  County 
Medical  Society 

Subject:  Federally  Financed  Health  Care  Programs 
Referred  to:  Reference  Committee  III 

Whereas,  It  is  imperative  that  all  persons  and 
organizations  involved  in  providing  health  care  for 
the  people  of  this  country  perform  their  duties  in  a 
competent  and  frugal  manner;  and 

Whereas,  A certain  portion  of  the  funds  for  health 
care  (ie,  Medicare,  Medicaid,  CHAMPUS,  Public 
Health  Service)  are  spent  for  administrative  pur- 
poses; and 

Whereas,  Furthermore,  it  is  imperative  that  the 
major  portion  of  health  care  funds  be  spent  directly 
on  health  care  for  people  and  patients  and  that  ad- 
ministrative cost  be  held  to  a minimum  (less  than 
l£i%);  now  therefore  be  it 

Resolved,  That  any  company,  bureau,  or  organiza- 
tion which  spends  more  than  15%  of  its  health  care 
funds  for  administrative  purposes  be  subjected  t6 
periodic  review  by  a responsible  monetary  agency 
with  the  intent  of  correcting  wasteful  and  irresponsi- 
ble administrative  practices.  A reasonable  goal  of 
15%  should  be  enforced. 


Resolution:  7 
(Not  adopted) 

Introduced  by:  Leon  Horowitz,  MD 
Subject:  Hospital  Fee  Freeze 
Referred  to:  Reference  Committee  III 

Whereas,  The  American  Medical  Association 
Board  of  Trustees  by  letter  dated  March  7,  1984  re- 
quested that  physicians  “voluntarily  freeze  fees  for 
all  patients  for  one  year”;  and 
Whereas,  Physicians  fees  account  for  less  than 
20%  of  total  health  care,  and  hospital  costs  account 
for  42%  of  health  care;  and 
Whereas,  Physicians  agree  that  the  cost  of  health 
care  must  be  contained;  now  therefore  be  it 
Resolved,  That  the  Oklahoma  State  Medical  As- 
sociation requests  that  the  American  Hospital  As- 
sociation recommend  that  its  member  hospitals 
freeze  their  fees  for  one  year  as  well. 


Oklahoma 

State  Medical  Association 
House  of  Delegates 

Substitute  Resolution 
(Adopted) 

Introduced  by:  Reference  Committee  III 
Subject:  Stabilization  of  Charges 
Referred  to:  OSMA  House  of  Delegates 

Resolved,  That  all  entities  involved  in  the  delivery 
of  health  care  display  the  same  sensitivity  to 
economic  factors  facing  patients  and  respond  by 
stabilizing  their  charges  for  one  year  as  initiated  by 
Oklahoma  physicians. 


Oklahoma 

State  Medical  Association 
House  of  Delegates 

Resolution:  9 
(Adopted) 

Introduced  by:  Council  on  Public  and 
Mental  Health 

Subject:  County  Health  Department  Millage 
Referred  to:  Reference  Committee  III 

Whereas,  The  Oklahoma  State  Medical  Associa- 
tion recognizes  the  great  need  and  importance  of  local 
public  health  work  in  the  state  of  Oklahoma;  and 
Whereas,  There  has  been  a drastically  reduced 
federal  funding  of  public  health  services,  a high  rate 
of  unemployment,  and  a faltering  of  the  Oklahoma 
economy;  and 

Whereas,  There  now  exists  a 2.5  mill  ceiling  for 
public  health  services  in  each  county  of  the  state  of 
Oklahoma;  and 

Whereas,  In  some  counties  in  Oklahoma  the 
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maximum  millage  is  being  fully  utilized;  and 

Whereas,  Many  public  health  programs  have 
been  reduced  or  eliminated  and  the  maximum  2.5 
mills  is  no  longer  sufficient  for  the  present  or  particu- 
larly for  planning  for  public  health  services  in  the 
near  future;  and 

Whereas,  The  Oklahoma  State  Legislature  has 
passed  a Joint  Resolution  calling  for  a statewide  elec- 
tion to  change  the  Oklahoma  State  Constitution  al- 
lowing each  county  in  the  state  of  Oklahoma  to  call 
an  election  to  raise  the  maximum  levy  ceiling  for 
County  Health  Departments  to  5.0  mills  from  the 
present  ceiling  of  2.5  mills;  now,  therefore  be  it 

Resolved , By  the  Oklahoma  State  Medical  Associ- 
ation: That  the  Oklahoma  State  Medical  Association 
actively  support  State  Question  No  561  providing  for 
the  county  option  for  calling  an  election  authorizing 
a 5.0  mill  ceiling  for  County  Health  Department  mil- 
lage levy  by: 

1)  The  Oklahoma  State  Medical  Association  en- 
couraging its  membership  to  actively  support  State 
Question  No  561. 

2)  The  Oklahoma  State  Medical  Association  en- 
couraging its  members  to  vote  for  State  Question  No 
561  when  it  appears  on  the  state  ballot  August  28, 
1984,  and  to  seek  support  for  State  Question  No  561 
from  their  families,  friends,  staffs,  and  individual 
patients. 


Oklahoma 

State  Medical  Association 
House  of  Delegates 

Resolution:  12 
(Not  adopted) 

Introduced  by:  Washington-Nowata  County 
Medical  Society 

Subject:  Prospective  Payment  System 
Referred  to:  Reference  Committee  III 

Whereas,  In  an  effort  to  control  the  rising  costs 
of  health  care  in  our  country,  certain  rules  and  regu- 
lations are  being  imposed  by  the  Health  Care  Financ- 
ing Administration  on  health  care  providers  and  ven- 
dors, known  as  the  Prospective  Payment  System 
based  on  Diagnosis  Related  Groups;  and 
Whereas,  These  rules  and  regulations  have  been 
applied  to  civilian  providers  and  vendors  of  health 
care;  and 

WHEREAS,  Billions  of  taxpayers’  (government) 
money  are  spent  on  federally  operated  health  care 
facilities  and  staffing;  and 
Whereas,  It  would  be  fiscally  prudent  to  have 
these  federally  operated  vendors  and  providers  of 
health  care  operate  under  the  same  rules  and  regula- 


tions that  apply  to  civilian  health  care  facilities  and 
programs;  now,  therefore  be  it 
Resolved,  That  the  Health  Care  Financing  Admin- 
istration apply  a Prospective  Payment  System  based 
on  a Diagnosis  Related  Group  program  to  all  feder- 
ally operated  hospitals  and  facilities,  including 
Army,  Navy,  Marine,  Public  Health  Service,  Veterans 
Administration,  etc,  with  appropriate  modifications. 


Late  Resolution 
Oklahoma 

State  Medical  Association 
House  of  Delegates 

Resolution:  17 
(Adopted  as  amended) 

Introduced  by:  OSMA  Board  of  Trustees 
Subject:  Medicare  Attestation 
Referred  to:  Reference  Committee  III 

Whereas,  The  Health  Care  Financing  Adminis- 
tration has  promulgated  regulations  requiring  the 
following  statement  on  all  Medicare  claims: 

“I  certify  that  the  identification  of  the  princi- 
pal and  secondary  diagnoses  and  procedures 
performed  is  accurate  to  the  best  of  my  knowl- 
edge. (Notice:  Intentional  misrepresentation, 
concealment  or  falsification  of  this  information 
may,  in  the  case  of  a Medicare  beneficiary,  be 
punishable  by  imprisonment,  fine  or  civil  pen- 
alty.)”; and 

Whereas,  Professional  Review  Organizations 
were  notified  of  the  regulatory  requirement  in  early 
February  with  instructions  that  the  rule  be  im- 
plemented effective  February  13;  and 

Whereas,  It  is  arbitrary,  capricious,  and  un- 
reasonable to  expect  conformance  with  the  regula- 
tions on  the  date  they  were  published;  and 

Whereas,  Legitimate  Medicare  claims  seeking 
payment  for  services  rendered  prior  to  March  1 are 
being  denied  without  the  right  of  appeal;  and 
Whereas,  Existing  Medicare  fraud  and  abuse  sta- 
tutes protect  the  government  against  fraudulent 
claims;  now  therefore  be  it 
Resolved,  That  the  House  of  Delegates  declares  the 
Medicare  Attestation  arbitrary,  unnecessary,  and  un- 
fair; and  be  it  further 

Resolved,  That  the  Oklahoma  Congressional  Dele- 
gation be  asked  to  petition  the  Department  of  Health 
and  Human  Services  and  its  Health  Care  Financing 
Administration  to  rescind  the  regulation;  and  be  it 
further. 

Resolved,  That  the  American  Medical  Association 
House  of  Delegates  be  requested  to  encourage  mom 
bers  of  the  Federation  to  petition  the  members  of 
their  respective  congressional  delegations  to  encour- 
age that  HHS  and  HGFA  repeal  the  regulations. — 


284 


Oklahoma  State  Medical  Association 


rr 


e#y?wet/ ^ 


The  abundant 
“pennies”  you  can 
save  on  a 
PLICO  HEALTH 
policy  would  bring 
a broad  smile  to 
the  face  of  any 
modern-day  Ben 
Franklin. 

For  example:  A 
two-doctor  clinic 
with  four  employees  may 
be  paying  up  to  $3,000  a 
year  too  much  if  they’re 
buying  health  insurance 
from  any  source  other  than 
PLICO. 

How  does  PLICO  do  it? 

It’s  simple.  PLICO 
HEALTH  combines  the 
lowest  overhead  available 
with  a break-even  pricing 
strategy.  The  result  is  an 
economical  health  insurance 
policy  that’s  embarrasing  our 
competition. 
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HEALTH 


PLICO  HEALTH 
now  protects  15,000 
physicians,  employees 
and  dependents. 
They’re  buying  the  best 
health  insurance  product  in 
the  land  at  a collective 
premium  savings  of  over 
$3,000,000  a year! 

We  hope  you  will  want  to 
know  more  about  PLICO’s 
big-hearted  health  insurance 
program  and  its  miserly 
premium  rates.  If  so,  please 
call  our  Sales  and  Service 
Department  to  set  up  an 
evaluation  meeting  at  a time 
and  place  convenient  to 
you. 


a product  of 

THE  PHYSICANS  LIABILITY 
INSURANCE  COMPANY 
P.O.  Box  18171 
Oklahoma  City,  OK  73154 
405  843-0215 
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Fitzgerald/Worthing  Architects 

Oklahoma  City,  Oklahoma  73116  / (405)  848-7987 


• Professional  Buildings  • Commercial 

• Clinics  • Interiors 

• Space  Planning  • Residential 


Using  Imagination  To  Combine  Economy,  Function,  & Art 


MERIDIAN 

MEDICAL 

TOWER 


New  four  story  51,000  square  fool  luxury  Medical  Office  Building  to 
he  completed  in  June  of  1984. 

Prestigious  space  to  include  four  story  atrium,  pair  of  observation 
elevators,  private  terrace  and  many  other  amenities. 

Space  available  to  be  designed  to  your  specifications. 


13313  NORTH  MERIDIAN 
O.K.C.,  OKLA.  73120 
(WEST  OF  MERCY  HOSPITAL) 


FOR  MORE  INFORMATION 
CALL 

405/751-2222 
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BALANCED 
CALCIUM  CHAT 
BLOCKAJDT 


Low  incidence  of  side  effects 

CARDIZEM®  (diltiazem  HC1) 
produces  an  incidence  of  adverse 
reactions  not  greater  than  that 
reported  with  placebo  therapy, 
thus  contributing  to  the  patient’s 
sense  of  well-being. 

'Cardizem  is  indicated  in  the  treatment  of  angina  pectoris  due  to 
coronary  artery  spasm  and  in  the  management  of  chronic  stable 
angina  (classic  effortr associated  angina)  in  patients  who  cannot 
tolerate  therapy  with  beta-blockers  and/or  nitrates  or  who  remain 
symptomatic  despite  adequate  doses  of  these  agents. 

References: 

1.  Strauss  WE,  McIntyre  KM,  Parisi  AE,  et  al:  Safety  and  efficacy 
of  diltiazem  hydrochloride  for  the  treatment  of  stable  angina 
pectoris:  Report  of  a cooperative  clinical  trial.  Am  J Cardiol 
49:560-566,  1982. 

2.  Pool  PE,  Seagren  SC,  Bonanno  JA,  et  al:  The  treatment  of  exercise- 
inducible  chronic  stable  angina  with  diltiazem:  Effect  on  treadmill 
exercise.  Chest  78  (July  suppl):234-238,  1980. 


Reduces  angina  attack  frequency 

42%  to  46%  decrease  reported  in 
multicenter  study.1 

Increases  exercise  tolerance* 

In  Bruce  exercise  test,2  control 
patients  averaged  8.0  minutes  to 
onset  of  pain;  Cardizem  patients 
averaged  9.8  minutes  (P<.005). 

CARDIZEM 

(diltiazem  HC1) 

THE  BALANCED 
CALCIUM  CHANNEL  BLOCKER 


Please  see  full  prescribing  information  on  following  page. 


PROFESSIONAL  USE  INFORMATION 


cardizem 

(dilfaz<?m  HCI) 

30  mg  and  60  mg  tablets 


DESCRIPTION 

CARDIZEM ' diltiazem  hydrochloride*  is  a calcium  ion  influx 
inhibitor  slow  channel  blocker  or  calcium  antagonist!  Chemically, 
diltiazem  hydrochloride  is  1.5-Benzothiazepin-4(5H)one,3-(acetyloxyi 
-5-[2-idimethylamino)ethyl]-2.3-dihydro-2-(4-methoxyphenyl)-, 
monohydrochloride. i +)  -cis-  The  chemical  structure  is: 


CHjCHjN(CH3)2 


Diltiazem  hydrochloride  is  a white  to  off-white  crystalline  powder 
with  a bitter  taste.  It  is  soluble  in  water,  methanol,  and  chloroform. 
It  has  a molecular  weight  of  450.98.  Each  tablet  of  CARDIZEM 
contains  either  30  mg  or  60  mg  diltiazem  hydrochloride  for  oral 
administration. 


CLINICAL  PHARMACOLOGY 

The  therapeutic  benefits  achieved  with  CARDIZEM  are  believed 
to  be  related  to  its  ability  to  inhibit  the  influx  of  calcium  ions 
during  membrane  depolarization  of  cardiac  and  vascular  smooth 
muscle. 

Mechanisms  of  Action.  Although  precise  mechanisms  of  its 
antianginal  actions  are  still  being  delineated.  CARDIZEM  is  believed 
to  act  in  the  following  ways 

1 . Angina  Due  to  Coronary  Artery  Spasm:  CARDIZEM  has  been 
shown  to  be  a potent  dilator  of  coronary  arteries  both  epicardial 
and  subendocardial.  Spontaneous  and  ergonovine-induced  cor- 
onary artery  spasm  are  inhibited  by  CARDIZEM 

2.  Exertional  Angina:  CARDIZEM  has  been  shown  to  produce 
increases  in  exercise  tolerance,  probably  due  to  its  ability  to 
reduce  myocardial  oxygen  demand.  This  is  accomplished  via 
reductions  in  heart  rate  and  systemic  blood  pressure  at  submaximal 
and  maximal  exercise  work  loads. 

In  animal  models,  diltiazem  interferes  with  the  slow  inward 
Idepolarizingi  current  in  excitable  bssue.  It  causes  excitabon-contracbon 
uncoupling  in  various  myocardial  tissues  without  changes  in  the 
configuration  of  the  action  potential.  Diltiazem  produces  relaxation 
of  coronary  vascular  smooth  muscle  and  dilation  of  both  large  and 
small  coronary  arteries  at  drug  levels  which  cause  little  or  no 
negative  inotropic  effect.  The  resultant  increases  in  coronary  blood 
flow  (epicardial  and  subendocardial)  occur  in  ischemic  and  nonischemic 
models  and  are  accompanied  by  dose-dependent  decreases  in  sys- 
temic blood  pressure  and  decreases  in  peripheral  resistance. 

Hemodynamic  and  Electrophyslologlc  Effects.  Like  other 
calcium  antagonists,  diltiazem  decreases  sinoatrial  and  atrioventricu- 
lar conduction  in  isolated  tissues  and  has  a negative  inotropic  effect 
in  isolated  preparations.  In  the  intact  animal,  prolongation  of  the  AH 
interval  can  be  seen  at  higher  doses. 

In  man,  diltiazem  prevents  spontaneous  and  ergonovine-ptovoked 
coronary  artery  spasm.  It  causes  a decrease  in  peripheral  vascular 
resistance  and  a modest  fall  in  blood  pressure  and.  in  exercise 
tolerance  studies  in  patients  with  ischemic  heart  disease,  reduces 
the  heart  rate-blood  pressure  product  for  any  given  work  load. 
Studies  to  date,  primarily  in  patients  with  good  ventricular  function, 
have  not  revealed  evidence  of  a negative  inotropic  effect;  cardiac 
output,  ejection  fraction,  and  left  ventricular  end  diastolic  pressure 
have  not  been  affected.  There  are  as  yet  few  data  on  the  interaction 
of  diltiazem  and  beta-blockers.  Resting  heart  rate  is  usually  unchanged 
or  slightly  reduced  by  diltiazem. 

Intravenous  diltiazem  in  doses  of  20  mg  prolongs  AH  conduction 
time  and  AV  node  functional  and  effective  refractory  periods  approxi- 
mately 20%,  In  a study  involving  single  oral  doses  of  300  mg  of 
CARDIZEM  in  six  normal  volunteers,  the  average  maximum  PR 
prolongation  was  14%  with  no  instances  of  greater  than  first-degree 
AV  block.  Diltiazem-associated  prolongation  of  the  AH  interval  is  not 
more  pronounced  in  patients  with  first-degree  heart  block  In  patients 
with  sick  sinus  syndrome,  diltiazem  significantly  prolongs  sinus 
cycle  length  (up  to  50%  in  some  cases). 

Chronic  oral  administration  of  CARDIZEM  in  doses  of  up  to  240 
mg/day  has  resulted  in  small  increases  in  PR  interval,  but  has  not 
usually  produced  abnormal  prolongation. There  were,  however,  three 
instances  of  second-degree  AV  block  and  one  instance  of  third- 
degree  AV  block  in  a group  of  959  chronically  treated  patients. 

Pharmacokinetics  and  Metabolism.  Diltiazem  is  absorbed 
from  the  tablet  formulation  to  about  80%  of  a reference  capsule  and 
is  subject  to  an  extensive  first-pass  effect,  giving  an  absolute 
bioavailability  (compared  to  intravenous  dosing)  of  about  40%,  CARDIZEM 
undergoes  extensive  hepatic  metabolism  in  which  2%  to  4%  of  the 
unchanged  drug  appears  in  the  urine.  In  vitro  binding  studies  show 
CARDIZEM  is  70%  to  80%  bound  to  plasma  proteins.  Competitive 
ligand  binding  studies  have  also  shown  CARDIZEM  binding  is  not 
altered  by  therapeutic  concentrations  of  digoxin,  hydrochlorothiazide, 
phenylbutazone,  propranolol,  salicylic  acid,  or  warfarin.  Single  oral 
doses  of  30  to  120  mg  of  CARDIZEM  result  in  detectable  plasma 
levels  within  30  to  60  minutes  and  peak  plasma  levels  two  to  three 
hours  after  drug  administration.  The  plasma  elimination  half-life 
following  single  or  multiple  drug  administration  is  approximately  3.5 
hours  Desacetyl  diltiazem  is  also  present  in  the  plasma  at  levels  of 
10%  to  20%  of  the  parent  drug  and  is  25%  to  50%  as  potent  a 
coronary  vasodilator  as  diltiazem.  Therapeutic  blood  levels  of 
CARDIZEM  appear  to  be  in  the  range  of  50  to  200  ng/ml  There  is  a 
departure  from  dose-linearity  when  single  doses  above  60  mg  are 
given:  a 120-mg  dose  gave  blood  levels  three  times  that  of  the  60-mg 
dose  There  is  no  information  about  the  effect  of  renal  or  hepatic 
impairment  on  excretion  or  metabolism  of  diltiazem 

INDICATIONS  AND  USAGE 

1  Angina  Pectoris  Due  to  Coronary  Artery  Spasm.  CARDIZEM 


is  indicated  in  the  treatment  of  angina  pectoris  due  to  coronary 
artery  spasm.  CARDIZEM  has  been  shown  effective  in  the 
treatment  of  spontaneous  coronary  artery  spasm  presenting  as 
Prinzmetal's  variant  angina  (resting  angina  with  ST-segment 
elevation  occurring  during  attacks) 

2  Chronic  Stable  Angina  (Classic  Effort-Associated  Angina). 
CARDIZEM  is  indicated  in  the  management  of  chronic  stable 
angina.  CARDIZEM  has  been  effective  in  controlled  trials  in 
reducing  angina  frequency  and  increasing  exercise  tolerance 

There  are  no  controlled  studies  of  the  effectiveness  of  the  concomi- 
tant use  of  diltiazem  and  beta-blockers  or  of  the  safety  of  this 
combination  in  patients  with  impaired  ventricular  function  or  conduc- 
tion abnormalities. 

CONTRAINDICATIONS 

CARDIZEM  is  contraindicated  in  (1)  patients  with  sick  sinus 
syndrome  except  in  the  presence  of  a functioning  ventricular  pacemaker, 
(2)  patients  with  second-  or  third-degree  AV  block  except  in  the 
presence  of  a functioning  ventricular  pacemaker,  and  (3)  patients 
with  hypotension  (less  than  90  mm  Hg  systolic) 

WARNINGS 

1 Cardiac  Conduction.  CARDIZEM  prolongs  AV  node  refrac- 
tory periods  without  significantly  prolonging  sinus  node  recov- 
ery time,  except  in  patients  with  sick  sinus  syndrome.  This 
effect  may  rarely  result  in  abnormally  slow  heart  rates  (particularly 
in  patients  with  sick  sinus  syndrome)  or  second-  or  third-degree 
AV  block  (six  of  1243  patients  for  0.48%).  Concomitant  use  of 
diltiazem  with  beta-blockers  or  digitalis  may  result  in  additive 
effects  on  cardiac  conduction.  A patient  with  Prinzmetal's 
angina  developed  periods  of  asystole  (2  to  5 seconds)  after  a 
single  dose  of  60  mg  of  diltiazem 

2 Congestive  Heart  Failure.  Although  diltiazem  has  a negative 
inotropic  effect  in  isolated  animal  bssue  preparations,  hemodynamic 
studies  in  humans  with  normal  ventricular  function  have  not 
shown  a reduction  in  cardiac  index  nor  consistent  negative 
effects  on  contractility  (dp/dt).  Experience  with  the  use  of 
CARDIZEM  alone  or  in  combination  with  beta-blockers  in  patients 
with  impaired  ventricular  function  is  very  limited.  Caution  should 
be  exercised  when  using  the  drug  in  such  patients 

3 Hypotension.  Decreases  in  blood  pressure  associated  with 
CARDIZEM  therapy  may  occasionally  result  in  symptomatic 
hypotension. 

4 Acute  Hepatic  Injury.  In  rare  instances,  patients  receiving 
CARDIZEM  have  exhibited  reversible  acute  hepatic  injury  as 
evidenced  by  moderate  to  extreme  elevations  of  liver  enzymes. 
(See  PRECAUTIONS  and  ADVERSE  REACTIONS.) 

PRECAUTIONS 

General.  CARDIZEM  (diltiazem  hydrochloride)  is  extensively  metab- 
olized by  the  liver  and  excreted  by  the  kidneys  and  in  bile.  As  with  any 
new  drug  given  over  prolonged  periods,  laboratory  parameters  should 
be  monitored  at  regular  intervals.  The  drug  should  be  used  with 
caution  in  patients  with  impaired  renal  or  hepatic  function.  In  sub- 
acute and  chronic  dog  and  rat  studies  designed  to  produce  toxicity, 
high  doses  of  diltiazem  were  associated  with  hepatic  damage  In 
special  subacute  hepatic  studies,  oral  doses  of  125  mg/kg  and 
higher  in  rats  were  associated  with  histological  changes  in  the  liver 
which  were  reversible  when  the  drug  was  discontinued  In  dogs, 
doses  of  20  mg/kg  were  also  associated  with  hepatic  changes; 
however,  these  changes  were  reversible  with  continued  dosing 

Drug  Interaction.  Pharmacologic  studies  indicate  that  there 
may  be  additive  effects  in  prolonging  AV  conduction  when  using 
beta-blockers  or  digitalis  concomitantly  with  CARDIZEM  (See 
WARNINGS). 

Controlled  and  uncontrolled  domestic  studies  suggest  that  con- 
comitant use  of  CARDIZEM  and  beta-blockers  or  digitalis  is  usually 
well  tolerated  Available  data  are  not  sufficient,  however,  to  predict 
the  effects  of  concomitant  treatment,  particularly  in  patients  with  left 
ventricular  dysfunction  or  cardiac  conduction  abnormalities.  In  healthy 
volunteers,  diltiazem  has  been  shown  to  increase  serum  digoxin 
levels  up  to  20%. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility.  A 

24-month  study  in  rats  and  a 21 -month  study  in  mice  showed  no 
evidence  of  carcinogenicity.  There  was  also  no  mutagenic  response 
in  in  vitro  bacterial  tests.  No  intrinsic  effect  on  fertility  was  observed 
in  rats 

Pregnancy.  Category  C Reproduction  studies  have  been  con- 
ducted in  mice.  rats,  and  rabbits  Administration  of  doses  ranging 
from  five  to  ten  times  greater  (on  a mg/kg  basis)  than  the  daily 
recommended  therapeutic  dose  has  resulted  in  embryo  and  fetal 
lethality  These  doses,  in  some  studies,  have  been  reported  to  cause 
skeletal  abnormalities.  In  the  perinatal/postnatal  studies,  there  was 
some  reduction  in  early  individual  pup  weights  and  survival  rates. 
There  was  an  increased  incidence  of  stillbirths  at  doses  of  20  times 
the  human  dose  or  greater 

There  are  no  well-controlled  studies  in  pregnant  women;  therefore, 
use  CARDIZEM  in  pregnant  women  only  if  the  potential  benefit 
justifies  the  potential  risk  to  the  fetus 

Nursing  Mothers.  It  is  not  known  whether  this  drug  is  excreted 
in  human  milk  Because  many  drugs  are  excreted  in  human  milk, 
exercise  caution  when  CARDIZEM  is  administered  to  a nursing 
woman  if  the  drug's  benefits  are  thought  to  outweigh  its  potential 
risks  in  this  situation. 

Pediatric  Use.  Safety  and  effectiveness  in  children  have  not 
been  established 

ADVERSE  REACTIONS 

Serious  adverse  reactions  have  been  rare  in  studies  carried  out  to 
date,  but  it  should  be  recognized  that  patients  with  impaired  ventricu- 
lar function  and  cardiac  conduction  abnormalities  have  usually  been 
excluded 

In  domestic  placebo-controlled  trials,  the  incidence  of  adverse 
reactions  reported  during  CARDIZEM  therapy  was  not  greater  than 
that  reported  during  placebo  therapy 

The  following  represent  occurrences  observed  in  clinical  studies 
which  can  be  at  least  reasonably  associated  with  the  pharmacology 
of  calcium  influx  inhibition.  In  many  cases,  the  relationship  to 
CARDIZEM  has  not  been  established.  The  most  common  occurrences, 
as  well  as  their  frequency  of  presentation,  are;  edema  (2  4%). 


headache  (2.1%).  nausea  (19%),  dizziness  (1.5%),  rash  (1.JJ 
asthenia  (1.2%),  AV  block  (1.1%).  In  addition,  the  following  ever 
were  reported  infrequently  (less  than  1%)  with  the  order  of  present 
tion  corresponding  to  the  relative  frequency  of  occurrence 


Cardiovascular  Flushing,  arrhythmia,  hypotension,  bradyc. 

dia.  palpitations,  congestive  heart  failv 
syncope 

Nervous  System  Paresthesia,  nervousness,  somnolent 

tremor,  insomnia,  hallucinations,  and  amnes 
Gastrointestinal  Constipation,  dyspepsia,  diarrhea,  vomihrr 

mild  elevations  of  alkaline  phosphatase,  SGC 
SGPT.  and  LDH. 

Dermatologic:  Pruritus,  petechiae,  urticaria,  photosensitive 

Other:  Polyuria,  nocturia 

The  following  additional  experiences  have  been  noted: 

A patient  with  Prinzmetal's  angina  experiencing  episodes; 
vasospastic  angina  developed  periods  of  transient  asymptomat 
asystole  approximately  five  hours  after  receiving  a single  60-rr 
dose  of  CARDIZEM 
The  following  postmarketing  events  have  been  reported  inlr- 
quently  in  patients  receiving  CARDIZEM:  erythema  multiforme;  lei 
kopenia;  and  extreme  elevations  of  alkaline  phosphatase,  SGC 
SGPT,  LDH.  and  CPK  However,  a definitive  cause  and  effect  betwee 
these  events  and  CARDIZEM  therapy  is  yet  to  be  established. 


OVERDOSAGE  OR  EXAGGERATED  RESPONSE 

Overdosage  experience  with  oral  diltiazem  has  been  limit* 
Single  oral  doses  of  300  mg  of  CARDIZEM  have  been  well  tolerate 
by  healthy  volunteers  In  the  event  of  overdosage  or  exaggerate 
response,  appropriate  supportive  measures  should  be  employed 
addition  to  gastric  lavage  The  following  measures  may  be  consider*. 


Bradycardia 

High-Degree  AV 
Block 

Cardiac  Failure 
Hypotension 


Administer  atropine  (0.60  to  1.0  mg).  If  the 
is  no  response  to  vagal  blockade,  administe 
isoproterenol  cautiously. 

Treat  as  for  bradycardia  above  Fixed  higr 
degree  AV  block  should  be  treated  with  ca 
diac  pacing. 

Administer  inotropic  agents  (isoprotereno; 
dopamine,  or  dobutamine)  and  diuretics. 
Vasopressors  (eg,  dopamine  or  levarteren: 
bitartrate). 


Actual  treatment  and  dosage  should  depend  on  the  severity  of  te- 
chnical situation  and  the  judgment  and  experience  of  the  treatinc 
physician. 

The  oral/LD50's  in  mice  and  rats  range  from  415  to  740  mg/kt 
and  from  560  to  810  mg/kg.  respectively.  The  intravenous  LDM'sir 
these  species  were  60  and  38  mg/kg,  respectively. The  oral  LD^i 
dogs  is  considered  to  be  in  excess  of  50  mg/kg,  while  lethality  wa: 
seen  in  monkeys  at  360  mg/kg.  The  toxic  dose  in  man  is  not  knowr 
but  blood  levels  in  excess  of  800  ng/ml  have  not  been  associate 
with  toxicity. 


DOSAGE  AND  ADMINISTRATION 

Exertional  Angina  Pectoris  Due  to  Atherosclerotic  Coro- 
nary Artery  Disease  or  Angina  Pectoris  at  Rest  Due  to  Coro 
nary  Artery  Spasm.  Dosage  must  be  adjusted  to  each  patient: 
needs  Starting  with  30  mg  four  times  daily,  before  meals  and  i 
bedtime,  dosage  should  be  increased  gradually  (given  in  divide! 
doses  three  or  four  times  daily)  at  one-  to  two-day  intervals  unti 
optimum  response  is  obtained  Although  individual  patients  mat 
respond  to  any  dosage  level,  the  average  optimum  dosage  rang! 
appears  to  be  180  to  240  mg/day.  There  are  no  available  data  concent 
mg  dosage  requirements  in  patients  with  impaired  renal  or  hepatii 
function.  If  the  drug  must  be  used  in  such  patients,  titration  should br 
carried  out  with  particular  caution. 

Concomitant  Use  With  Other  Antianginal  Agents: 

1 Sublingual  NTG  may  be  taken  as  required  to  abort  acuh 
anginal  attacks  during  CARDIZEM  therapy. 

2 Prophylactic  Nitrate  Therapy -CARDIZEM  may  be  safel' 
coadministered  with  short-  and  long-acting  nitrates,  but  then 
have  been  no  controlled  studies  to  evaluate  the  antiangina 
effectiveness  of  this  combination 

3.  Beta-blockers.  (See  WARNINGS  and  PRECAUTIONS.) 


HOW  SUPPLIED 

Cardizem  30-mg  tablets  are  supplied  in  bottles  of  100  (ND( 
0088-1771-47)  and  in  Unit  Dose  Identification  Paks  of  100  (NDi 
0088-1771-49)  Each  green  tablet  is  engraved  with  MARION  on  on 
side  and  1771  engraved  on  the  other  CARDIZEM  60-mg  score 
tablets  are  supplied  in  bottles  of  100  (NDC  0088-1772-47)  and  in  Un 
Dose  Identification  Paks  of  100  (NDC  0088-1772-49).  Each  yelloi 
tablet  is  engraved  with  MARION  on  one  side  and  1772  on  the  othe  II 
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Another  patient  benefit  product  from 
PHARMACEUTICAL  DIVISION 

MARION 

LABORATORIES  INC 

KANSAS  CITY,  MISSOURI  64137 


F 


The  No  Hassle  Building 
In  60  Days  Or  Less! 


wmma 


When  you  need  a new  medical  building,  you  don't  need  the  hassles  of  missed  deadlines,  cost 
overruns  and  shoddy  workmanship.  At  the  Son  Corporation,  we  only  have  one  standard.  The 
standard  of  excellence.  We  know  that  you  demand  quality  and 
that's  exactly  what  we  deliver,  in  60  days  or  less.  Distinctive 
buildings,  completely  equipped  (x-ray,  lab,  etc.)  ready  to  go  to 
work  for  you.  Financing  available  too.  For  complete 
information,  make  a Mo  Hassle  collect  phone  call  today. 

(316)  263-4557. 


CORPORATION 


RO.  Box  684 
Wichita,  KS  67201 
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FOURTH  ANNUAL 

INTERNAL  MEDICINE  REVIEW 

FOR  THE  PRIMARY  CARE  PHYSICIAN 
August  6-10,  1984 
Lakeway  Resort 
Austin,  Texas 

Scott  and  White  presents  a review  of  internal  medicine  for  the  family  practitioner,  general  prac- 
titioner, and  internist.  This  review  is  designed  to  provide  the  practicing  primary  health  care 
physician  with  information  to  directly  assist  in  patient  care.. .not  to  pass  a test.  Emphasis  will 
be  placed  on  the  important,  practical  aspects  of  basic  pathophysiology,  diagnosis  and  therapy. 
AMA  CREDIT:  31  hours  AAFP  CREDIT:  31  hours 

COURSE  REGISTRATION:  $325.00 

Scott  and  White  designates  this  continuing  medical  education  activity  for  3 1 credit  hours  in  Category  1 of  the  Physician’s  Recognition  Award 
of  the  American  Medical  Association. 

This  program  has  been  reviewed  and  is  acceptable  for  31  prescribed  hours  by  the  American  Academy  of  Family  Physicians. 

Scott  and  White  is  accredited  by  the  Accreditation  Council  for  Continuing  Medical  Education  to  sponsor  medical  education  for  physicians 

For  information  contact:  Office  of  Continuing  Education 

2401  South  31st  Street 
Temple,  Texas  76508 
(817)  774-2350 


.We  help 
bring  people 


Willow  View’s  adult  program  is 
designed  to  help  people  whose 
emotional  or  mental  problems  are 
temporarily  interfering  with  their 
ability  to  cope  with  the  world. 

These  people  need  intensive, 
individualized  treatment  by 
professional,  sympathetic  people, 
within  a highly  structured  environment  — 
exactly  what  Willow  View  provides.  It  has 
proven  highly  successful.  The  average  stay 
for  patients  in  our  adult  program  is  only 
21  days.  (Treatment  may,  of  course 
continue  on  an  outpatient  basis  after 
release  from  the  hospital.  I 
Willow  View  is  the  only  private,  non- 
profit hospital  in  Oklahoma  dedicated 
solely  to  the  treatment  of  psychiatric 
illnesses  of  all  types,  among  all  ages.  The 


back 
to 

life 


key  word  is  “ treatment”.  Willow 
View  is  not  an  institution  for  custodial 
care,  and  accepts  only  individuals  who 
are  treatable.  Located  on  15  acres  at 
2601  North  Spencer  Road,  it  is  a 
modern,  fully  staffed  facility  with  180 
full  and  part-time  employees. 

If  you  hav  e a patient  who  might 
benefit  from  the  rich  mixture  of  care  and 
discipline  at  Willow  View,  and  would  like  to 
know  more  call  us.  Weil  discuss  our 
programs  and  methods  with  you,  arrange 
— if  you  wish  — a time  for  you  to  visit 
the  facility  and  meet  our  staff.  We  also 
hav  e an  information  packet  describing  our 
facility  programs,  and  philosophy,  which 
we  would  be  happy  to  send  to  you  and  to 
anvone  vou  recommend. 


Willow  View:  We  help  bring  people  back  to  life. 

Willow  V iew  Hospital 
2601  N.  Spencer  Hd. 

Oklahoma  City,  OK  73136 

Call,  14051  427-2441 

WILLOW  VIEW  MEDICAL  STAFF:  Nolen  L.  Armstrong,  M D ; Wolfgang  K Huber,  M D Harald  S.  Kruger,  M.D.;  Siavash  Nael,  M.D.;  Harold  G.  Sleeper,  M.D.; 
CHIEF  OF  STAFF:  Nolen  L.  Armstrong,  M D ; ADMINISTRATOR:  Charles  B.  Linton. 
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OKLAHOMA 

CARDIOVASCULAR 

AND 

THORACIC  SURGERY 
ASSOCIATES,  INC. 

800  Physicians  Professional  Bldg.  1044  Southwest  44th 
3400  N.W.  Expressway  Suite  #520 

Oklahoma  City,  Oklahoma  73112  Oklahoma  City,  Oklahoma  73109 
(405)  946-5641  (405)  631-8665 


1 (800)  522-6525 


Allen  E.  Greer,  MD,  Inc  James  M.  Hartsuck,  MD,  Inc 

John  M.  Carey,  MD,  Inc  R.  Darryl  Fisher,  MD,  Inc 

Nazih  Zuhdi,  MD,  Inc  Marvin  D.  Peyton,  MD,  Inc 

William  D.  Hawley,  MD,  Inc 


Diplomates  American  Board  of  Surgery 
Diplomates  American  Board  of  Thoracic  Surgery 
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Timberlawn  Psychiatric  Hospital 


• 206  Inpatient  Beds 

• Day  Hospital 

• Outpatient  Psychiatric 
Services 

• Department  of  Child  and  Adolescent 
Psychiatry 


• Family  Assessment  Center 

• Psychiatric  Residency  Program 

• Psychiatric  Evaluation 

RO.  Box  11288  Dallas,  Texas  75223 

214/381-7181 

Established  in  1917 


i 
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750  Northeast  13th  Street 
Near  the  Oklahoma  Health  Center 
(2  Blocks  East  ot  Lincoln  Blvd.) 
Oklahoma  City,  Oklahoma 


Specializing  in  the  diagnosis 
and  treatment  of  allergic  diseases 
in  adults  and  children. 


George  S.  Bozalis,  MD? 
Vernon  D.  Cushing,  MDt* 
George  L.  Winn,  MDt 
Robert  S.  Ellis,  MDt* 
Lyle  W.  Burroughs,  MDt0 


t Consultant 

t Diplomate  American  Board  of  Allergy  and  Immunology 
* Diplomate  American  Board  of  Internal  Medicine 
0 Diplomate  American  Board  of  Pediatrics 

Post  Office  Box  26827 
Oklahoma  City,  Oklahoma  73126 
Telephone  (405)  271-3232 
Dwight  Mitchell,  Jr.,  Administrator 

By  appointment  8 a m to  5 p.m.  (Wednesday  and  Saturday  8 a m.  to  12  noon) 


Charles  D,  Haunschild,  MD+° 
James  H.  Wells,  MDt* 
John  R.  Bozalis,  MDt* 
James  D.  Lakin,  Ph.D.,  MDt* 
John  S.  Irons,  MDt° 
Warren  V.  Filley,  M.D.t* 
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Oklahoma  State  Medical  Association 


ORTHOPEDIC  ASSOCIATES,  INC. 


3301  N.W.  50th 

Oklahoma  City,  Oklahoma  73112 
(405)  947-091 1 


David  R.  Brown,  MD  David  A.  Flesher,  MD 

Ralph  E.  Payne,  Jr.,  MD  Nathan  E.  Bradley,  MD 

J.  Charles  Monnet,  MD  Thomas  H.  Flesher  III,  MD 


Diplomates  of  American  Board  of  Orthopaedic  Surgery 


Sports  Medicine  Surgery  of  the  Spine 

Arthroscopic  Surgery  Total  Joint  Replacement 


THE  ARTHRITIS  CLINIC 


Arthritis,  Rheumatism  and  Related  Diseases 


Lyman  C.  Veazey,  MD 
Lloyd  G.  McArthur,  PhD,  MD 


Winfred  L.  Medcalf,  MD 
Robert  C.  Troop,  PhD,  MD 


207  C Street  NW  Ardmore,  Ok.  73401 

Phone  (405)  223-5180 
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PEDIATRICS 

GEORGE  R.  KRIETMEYER,  MD,  Inc. 
HUGH  C.  GRAHAM.  JR.,  MD 
JOEL  K.  GIST,  MD 


INDUSTRIAL  MEDICINE 

WILLIAM  G.  MAYS,  MD,  Inc. 
RALPH  L.  NICHOLSON,  MD,  Inc. 


RADIOLOGY 

WILLIAM  K.  HICKS,  MD 


INTERNAL  MEDICINE  & 
EXECUTIVE  PHYSICALS 

ROBERT  T.  CRONK,  MD,  INC. 

WILLIAM  F.  EWING,  MD,  INC. 

BOYD  O.  WHITLOCK,  MD 

RICHARD  H.  REID,  MD 

R.  A.  SEARCY,  MD 

PHILIP  W.  PERRYMAN,  JR.,  MD 


WAYNE  KELLY,  MD 
JAMES  L.  BACON,  MD 
GLEN  L.  BERKENBILE,  MD 


GENERAL  SURGERY 

ROBERT  G.  PERRYMAN,  MD,  Inc. 
FRANKLIN  S.  NELSON,  MD 


ADMINISTRATION 

JOSEPH  W.  RHINE 

GARY  D.  GIBSON 


1923  East  21st  Street  Box  52218*TULSA,  OKLAHOMA  74152*  PHONE  (918)  742-3341 


THE  McALESTER  CLINIC,  INC. 


1401  East  Van  Buren  Avenue 
McAlester,  Oklahoma  74501 
(918)  426-0240 


INTERNAL  MEDICINE 

STEVEN  D.  ATWOOD,  MD 
CHARLES  K.  HOLLAND,  MD 
R.  KERN  JACKSON,  MD 
KENNETH  P.  MILLER,  MD 
LEROY  M.  MILTON,  MD 


PEDIATRICS 

DELTA  W.  BRIDGES,  JR.,  MD 
THURMAN  SHULLER,  MD 


OTOLARYNGOLOGY 

SAMUEL  E.  DAKIL,  MD 


FAMILY  MEDICINE 

JOHN  B.  COTTON,  MD 
WILLIAM  E.  GUPTON,  MD 
STEPHEN  D.  SWANK,  MD 

OBSTETRICS-GYNECOLOGY 

ROBERT  G.  CATES,  MD 
W.  RILEY  MURPHY,  JR.,  MD 
DWAIN  DOYLE,  MD 

SURGERY 

WILLIAM  G.  BLANCHARD,  MD,  FACS 
GEORGE  M.  BROWN,  JR.,  MD,  FACS 


RADIOLOGY 

BRUCE  H.  BROWN,  MD 


ADMINISTRATION 

PAUL  B.  BISHOP 
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Oklahoma  State  Medical  Association 


Shawnee  Medical  Center  Clinic,  Inc. 

2801  N SARATOGA  / P O.  BOX  849  / SHAWNEE,  OKLAHOMA  74801  / Phone:  405-273-5801 


ALLERGY 

A M.  Bell,  MD* 

ANESTHESIOLOGY  CONSULTANTS 

Ellis  Brown,  MD* 

Michael  Daughety,  MD' 


DERMATOLOGY 

Bert  C,  Frichot.  III.  MD* 


INDUSTRIAL  MEDICINE 

A.  M Bell,  MD 
Jake  Jones,  Jr  . MD 


FAMILY  PRACTICE 

K T.  Mosley,  Jr.,  MD 


INTERNAL  MEDICINE 

Merle  L Davis,  MD 
Larry  D Fetzer,  MD 
Eldon  V Gibson,  MD' 
John  R Hayes.  MD 
D A.  Mace,  MD 
J.  B.  Jarrell,  MD* 


OBSTETRICS,  GYNECOLOGY 

Richard  E Jones,  MD* 

Stephen  E.  Trotter,  MD 


ORTHOPEDIC  SURGERY 

T A Balan,  MD.  FAAOS* 

R M Kamath,  MD.  MS"  (Ortho) 
S.  M.  Walngankar,  MD  " 


OTORHINOLARYNGOLOGY 

S Rishi.  MD 


PEDIATRICS 

A M Bell,  MD 
Jake  Jones,  Jr  , MD 
R K Mohan,  MD' 


RADIOLOGY  CONSULTANTS 

William  Phillips,  MD* 

Robert  G Wilson,  MD" 

Cranfill  K Wisdom,  MD* 


UROLOGY 

N M Kotecha,  MD 


GENERAL  SURGERY 

Frank  H.  Howard,  MD* 
Jerold  D Kethley,  MD 
S.  B.  VanLandingham,  MD 


NEONATOLOGY 

R K Mohan,  MD 


PATHOLOGY  CONSULTANT 

David  L McBride.  MD* 


ADMINISTRATOR 

W J Birney 

Board  Certified 


THE  CHICKASHA  CLINIC 

AND 

CHICKASHA  CLINIC  AT  TIMBER  CREEK 


FAMILY  PRACTICE 

J W.  McDoniel,  MD 
J O Wood,  Jr.,  MD 
J Ed  Brown,  MD 

INTERNAL  MEDICINE 

W.  S.  Harrison,  MD 
D L.  Stehr,  MD 
R S Davis.  MD 
Don  R.  Hess,  MD 
Vernon  A.  Vix,  MD 
Randall  L.  Jenkins,  MD 

CARDIOLOGY 

J T.  Bledsoe,  MD 

GASTROENTEROLOGY 

C K.  Su,  MD 

DERMATOLOGY 

David  H.  Deck,  MD 

PEDIATRICS 

R E.  Herndon,  MD 
E R.  Orr,  MD 
J E Freed,  MD 
M P Escobar,  MD 
D F.  Haslam,  PhD,  MD 
OBSTETRICS  AND  GYNECOLOGY 
Nancy  W.  Dever,  MD 
Alan  J.  Weedn,  MD 
Michael  Beason,  MD 

MAIN  CLINIC 

2222  IOWA,  CHICKASHA,  OK  224-4853 


GENERAL  AND 
VASCULAR  SURGERY 

Linda  M Johnson.  MD 
Wayne  L.  Manson,  MD 

THORACIC  AND 
VASCULAR  SURGERY 

Paul  B Loh.  MD 

OPHTHALMOLOGY 

John  R Gearhart,  MD 

UROLOGY 

K T Varma.  MD 

ORTHOPEDIC  SURGERY 

W T Morris.  MD 
Keith  W Riggins,  MD 

GENERAL  SURGERY  AND 
INDUSTRIAL  MEDICINE 

C R Gibson,  MD 


• h'i'f  !',• 


ANESTHESIOLOGY 

T Gowlikar,  MD 
Gideon  Lau,  MD 
M M Vaidya.  MD 

PHYSICAL  MEDICINE 
AND  REHABILITATION 

Kumad  Vaidya,  MD 

RADIOLOGY  (Consulting) 

Medical  Radiology,  Inc. 

CLINICAL  PSYCHOLOGY 

James  M Ross,  PhD 

SPEECH  PATHOLOGY 

Colette  Ellis,  MEd,  CCC 

PHYSICIANS  ASSISTANTS 

W M Ohl,  PA 
H.  L.  Watkins,  PA 
Myra  Campbell,  PA 

ADMINISTRATION 

James  W Loy 
Benjamin  Kready 


^ Accredited 


Accreditation  Association  for  Ambulatory  Health  Care,  Inc 

CHICKASHA  CLINIC  AT  TIMBER  CREEK 
ROUTE  3,  BOX  124M,  TUTTLE,  OK  73089 
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MEDICAL  ARTS  CLINIC  OF  ARDMORE,  INC. 

921  Fourteenth  Avenue  Northwest 

Ardmore,  Oklahoma  73401 

General  Surgery 

Internal  Medicine 

THORNTON  KELL,  MD,  FACS 

J.  HOBSON  VEAZEY,  MD 

*TOM  SPARKS,  MD,  FACS 

^CLIFFORD  LORENTZEN,  MD,  FACP 

* WILFRED  S.  GAUTHIER,  MD,  FACS 

*DAVID  D.  ROSE,  MD 
*JOE  R.  HAMILL.  MD 

Radiology  (Consultants) 
*MICHAEL  W.  BROWN,  MD 

*KEVIN  H.  REED,  MD 
*MY  Q.  TRAN,  MD 

*JAMES  A.  CHAPMAN,  MD 

Gastroenterology 
/MY  Q.  TRAN,  MD 

Pathology  (Consultant) 

*CARL  A.  SCHWEERS.  MD 

Administrator 
ROGER  H.  HUGHES 

Phone:  A/C  405-223-5311 

*Specialty  Board  Diplomate 
■/Specialty  Board  Eligible 

Orthopedic  & Arthritis  Center 


McBRIDE  CLINIC,  Inc. 

1111  North  Dewey  Oklahoma  City,  Oklahoma  / 232-0341 


DEPARTMENT  OF  ORTHOPEDICS 


DEPARTMENT  OF  ARTHRITIS 


"Marvin  K.  Margo,  MD,  FACS 
*James  P.  Bell,  MD,  FACS 
"Stephen  Tkach,  MD,  FACS 
"Joseph  F.  Messenbaugh  III,  MD,  FACS 
*J.  Patrick  Evans,  MD,  FACS 
"Edwin  E.  Rice,  MD,  FACS 
"Warren  G.  Fow,  MD 
"Thomas  C.  Howard,  III,  MD 


John  A.  Blaschke,  MD 
Mary'  F.  Duffy  Honick,  MD 
"Richard  J.  Hess,  MD,  FACP 
"Jon  W.  Blaschke,  MD 
*R.  Eugene  Arthur,  MD 


DEPARTMENT  OF  OCCUPATIONAF  and 
INDUSTRIAF  MEDICINE 
Robert  R.  Dugan,  MD 
Jack  W.  Parrish,  MD 


"Specialty  Board  Diplomate 


MANAGEMENT  SERVICES 
James  A.  Hyde,  Administrator 
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Oklahoma  State  Medical  Association 


UROLOGICAL  and 
GENITOURINARY  SURGERY 

CHARLES  L.  REYNOLDS,  JR.,  MD,  FACS,  FICS 
DIPLOMATE  of  the  AMERICAN  BOARD 
of  UROLOGY 

DISEASES  of  the  KIDNEY, 

BLADDER  and  PROSTATE 
GENITOURINARY  SURGERY 
FEMALE  URINARY  TRACT  DISEASE 
PEDIATRIC  UROLOGY 
MICROSURGERY  for  INFERTILITY 
PROSTHETIC  SURGERY  for  IMPOTENCY 
RENAL  PHYSIOLOGY  LABORATORY 
URODYNAMICS  LABORATORY 

3131  NORTHWEST  EXPRESSWAY 
SUITE  201 

OKLAHOMA  CITY,  OKLAHOMA  73112 

TOLL  FREE  (800)  522-8668 

OFFICE  (405)  843-5761  RESIDENCE  (405)  842-6420 
IF  NO  ANSWER  (405)  523-1999 


OKLAHOMA 


CLINIC 


Oklahoma  Spine/Pain  Clinic 

Multi-disciplinary  approach 
to  evaluation  and  treatment 
of  acute  or  chronic  musculoskeletal  pain. 


William  N.  Harsha,  MD 
Diplomate  American  Board  Orthopaedic  Surgery 

Doctors  Medical  Building 
Oklahoma  City,  Oklahoma  73112 
5700  N.W.  Grand  Blvd. 

(405)  943-9561 


OKLAHOMA  HANDi=^\ji-i 
SURGERY  CENTER,  INtU^gJ 

Carlos  A.  Garcia-Moral,  MD,  FACS 
405/232-3210 

711  Stanton  L.  Young  Boulevard,  Suite  510  Oklahoma  City,  Ok  73104 


When  pulmonary  impairment  is  suspected 

OKLAHOMA  LUNG  FUNCTION  LABORATORY,  INC. 

R.J.  Dougherty,  MD 

□ Clinical  spirometry  □ Diffusing  capacity 

□ Lung  volumes  □ Diagnostic  skin  testing 

□ Arterial  blood  gas  analysis 

235-3338  1111  N.  Lee,  Pasteur  Building  228  235-1701 
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OKLAHOMA  PLASTIC  & RECONSTRUCTIVE  SURGEONS,  INC. 

W.  Edward  Dalton.  MD.  FACS  Paul  Silverstein,  MD.  FACS  J.  Michael  Kelly,  MD,  FACS 

Plastic,  Reconstructive  & Cosmetic  Surgery:  Surgery  of  the  Hand  & Congenital  Deformities: 
Oncologic  Surgery  of  the  Head  and  Neck.  Burn  Surgery 

3301  Northwest  63rd  Street,  Oklahoma  City,  Okla.  73116 
(405)  946-0731 

Board  Certified  in  Plastic  Surgery 
Board  Certified  in  General  Surgery 


NAVY  MEDICAL  OPPORTUNITIES! 

Desire  inquiries  from:  general/orthopedic  surgeons 

urologist  - anesthesiologists  - 
ENT  - and  others. 

Guaranteed  locations:  San  Diego,  Portsmouth,  VA., 

Bethesda,  Charleston,  S.C., 
Japan.  Spain,  Phillippines. 

Call  (405)  231-5337  / 5339  (collect) 

navy  — THE  PREFERRED  SERVICE 


Raymond  F.  Hain,  M.D. 
Robert  C.  MacKay,  M.D. 
Dan  F.  Keller,  M.D. 

Willard  Aronson,  M.D. 

Fay  Knickerbocker,  M.D 
Lynn  B.  Moon,  M.D 
Peter  F.  Brumbaugh,  M.D. 
Peter  A.  Accetta,  M.D. 

Diplomates  Amer  Board  of  Pathology 


Pasteur  Medical  Bldg. 
Room  254 
1111  N.  Lee 


West  Laboratory 
Room  100 

3400  N.W.  Expressway 


(405)  239-7111 


Oklahoma  City,  Oklahoma 

PATIENT  CARE  FACILITIES 


Edmond 

13439  N.  Broadway  Ext. 
Edmond,  OK 


North  Laboratory 
Room  LL7 
4200  W.  Mem.  Rd. 

South  Laboratory 
Room  107 
1044  S.W.  44 

PICKUP— DELIVERY 

1111  N.  Shartel 


Jack  M.  Stephenson,  M.D. 
Paul  E.  Kaldahl,  M.D. 

Perry  A.  Lambird,  M.D. 
Michael  R.  Harkey,  M.D. 
Thomas  A Hosty,  M.D. 
John  R.  Rogers,  M.D. 
Hatton  W.  Sumner,  M.D. 
Ronald  J.  Biscopink,  M.D. 

Diplomates.  Amer  Board  of  Pathology 


Physicians  & Surgeons  Bldg. 
Room  105 
1211  N.  Shartel 


East  Laboratory 
Room  113 

711  Stanton  Young  Blvd. 


1-800—942-3514 
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AEROSPACE  MEDICINE 


CARDIOVASCULAR 


CLYDE  A LYNN.  BA.  MPH,  MD 
Board  Certified,  Aerospace  Medicine 
Fellow.  Amencan  College  of  Preventive  Medicine 
Flight  Surgeon.  US  Army  and  Navy 
Commercial  Pilot  and  Flight  Instructor.  Instrument  and  Multi-engine 
Referrals  for  Medical  Certification  of  Pilots  Accepted 
1317  Brookhaven  Blvd  by  Appointment  (405) 

Norman.  OK  73069  „ „ . . r 329-2625 

Senior  Aviation  Medical  Examiner 

FAA  NO  07448-1 

ALLERGY 

Northwest  Medical  Center  Suite  602 

NORTHWEST  ALLERGY  CLINIC.  INC 

John  L.  Davis.  MD 
3330  N.W.  56th 

Oklahoma  City.  Oklahoma  73112 
405  843-6619 

OKLAHOMA  ALLERGY  CLINIC.  INC 
Specializing  in  the  Diagnosis  and  Treatment  of  Allergic  Disease 
George  S Bozalis.  MD±  Charles  D.  Haunschild,  MD® 


Vernon  D.  Cushing.  MD" 
George  L.  Winn.  MD5 
Robert  S.  Ellis.  MD^® 
Lyle  W Burroughs  MDT 


James  H.  Wells.  MD®' 

John  R Bozalis.  MD®* 
James  D.  Lakin.  PhD.  MD®’ 
John  S.  Irons.  MD® 

Warren  V.  Filley,  MD®* 


{Consultant 

® Diplomate  American  Board  of  Allergy  and  Immunology 
Diplomate  American  Board  of  Internal  Medicine 
Diplomate  American  Board  of  Pediatrics 


Office  Address 

750  Northeast  13th  Street 

Telephone  405  271-3232 


Mail  Address 

Post  Office  Box  26827 

Oklahoma  City,  OK  73126 


JAMES  A MURRAY,  MD,  INC 
Diagnosis  and  Treatment  of  Allergic  Diseases 
Adults  and  Children 

JAMES  A MURRAY,  MD 
Fellow  American  Academy  of  Allergy 
Fellow  Amencan  College  of  Allergists 
Diplomate  American  Board  of  Allergy  and  Immunology 


Suite  101 

Warren  Professional  Building 

Tulsa.  Oklahoma  74177 


6465  South  Yale  Avenue 
918  492-0484 


ARTHRITIS  - RHEUMATOLOGY 


INDRA  K.  SHAH.  MD 

Diplomate  American  Board  of  Internal  Medicine 
Amencan  Board  of  Internal  Medicine— Rheumatology 
5700  N.W.  Grand  Boulevard.  Suite  101 


Oklahdma  City,  OK  73112 


(405)  947-1500 


CARDIOLOGY 


121 1 North  Shartel 


STANLEY  R.  McCAMPBELL,  MD 
Cardiology  and  Electrocardiography 

Oklahoma  City.  Oklahoma 


CARDIOVASCULAR  CLINIC 

Wm  Best  Thompson.  MD  Ronald  H.  White,  MD  W.  H.  Oehlert,  MD 

Galen  P Robbins,  MD  William  J.  Fors,  MD  Charles  F.  Bethea.  MD 
William  S Myers,  MD  Fred  E Lybrand.  MD 

Lawrence  M Higgs.  MD  Mel  Clark.  MD 

CARDIOVASCULAR  DISEASES 
Cardiac  catheterization,  aortography  and  coronary  arteriography 
Coronary  and  Peripheral  angioplasty,  telephone  electrocardiography 
and  echdcardiography 

Nuclear  cardiology  and  Treadmill  effdrl  tolerance 
CARDIOVASCULAR  BUILDING 

3300  Northwest  56th  Oklahoma  City.  Okla  73112  Telephone  947-3341 


CARDIOVASCULAR  ASSOCIATES 
Adult  Cardiovascular  Diseases 

Cardiac  Catheterization,  Aortography  and  Selective  Corcnary  Arteriography 
Coronary  and  Peripheral  Angioplasty 
Telephone  Electrocardiography  (24  hr.  service).  Treadmill 
Effort  Tolerance.  Hypertensive  Evaluation 
*J.J.  Donnell.  MD  947-2556  *G.L  Honick,  MD  943-8428 
*J  L.  Bressie.  MD  946-0568  A.F.  Elliott,  MD  943-8421 
A S Dahr.  MD  947-2321  Gary  Worcester,  MD  943-4134 
Jan  Voda,  MD  947-1297 

’Certified  by  the  American  Board  of  Cardiovascular  Disease 
Doctors  Medical  Building 

8th  Floor  5700  N.W.  Grand  Blvd.  Oklahoma  City,  Oklahoma  73112 


DERMATOLOGY 


RONALD  W GILCHRIST,  JR..  MD 
Diseases  and  Malignancies  of  the  Skin 


632-5565 


X-Ray  and  CQt  Laser  Therapy 


Oklahoma  City.  OK  73109 


3500  South  Western 


Suite  502 

3141  N.W.  Expressway 


ROBERT  L.  OLSON,  MD 
Diseases  of  the  Skin 

Skin  Cancers  942-8825 

Oklahoma  City.  Oklahoma  73112 


SKIN  & SKIN  CANCER  CENTER,  INC 
C Jack  Young.  MD 

Radium  Therapy  Hemangiomas  X-Ray  Therapy 


CLINIC  BUILDING 
OKLAHOMA  CITY,  OKLAHOMA 


3434  N.W  56th 
946-5678 


ENDOCRINOLOGY  - METABOLISM  - DIABETES 

JOHN  WHITFIELD  DRAKE,  MD 

Diplomate  American  Board  of  Infernal  Medicine  in  Endocrinology 
Langston  Medical  Clinic,  Inc  / 842-8655 
3200  W Wilshire  Blvd  Oklahoma  City,  Oklahoma  73116 

MODHI  GUDE.  MD 

Diplomate  American  Board  of  Internal  Medicine 
Endocrinology  and  Metabdlism 

Pasteur  Medical  Building  Suite  549  232-8965 

1111  North  Lee.  Oklahoma  City,  OK  73103  If  no  answer  949-5067 


NEPHROLOGY 


T.  V.  VENKATARAMAN,  MD 
Diplomate  - American  Board  df  Internal  Medicine 
and  Nephrology 

1111  N.  Lee.  Suite  553  316  S.  Midwest  Blvd. 

Oklahdma  City,  OK  73103  Midwest  City.  OK  73110 

(405)  235-8229  (405)  733-9987 

If  no  answer  (405)  272-7155 
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NEUROPSYCHIATRY 


PEDIATRIC  SURGERY 


HAROLD  G SLEEPER.  MD.  FAPA 
Diplomate  American  Board  of  Psychiatry 
and  Neurology  in  Psychiatry 
Practice  Limited  to 

Psychiatry  — Electroencephalography 

424-5293  2603  Spencer  Road  WVH  427-2441 

Spencer.  Oklahoma  73084 


OPHTHALMOLOGY 


John  W Huneke.  MD.  FACS.  Inc 
Diseases  and  Surgery  of  the  Eye 
Certifieu  oy  the  American  Board  of  Ophthalmology 

Phone  332-1880  1414  Arlington  Suite  2300  Ada.  Oklahoma  74820 


JAMES  B MILLS.  MD  232-4222 

Surgery  and  Diseases  of  the  Eye 

JAY  C JOHNSTON.  MD  232-5543 

Lacrimal  Surgery.  Dacryocystorhinostomy.  Jones  Tubes 

Certified  by  the  American  Board  of  Ophthalmology 
425  NW  nth  Sireet  Oklahoma  City  73103 

JAMES  L DUNAGIN.  JR  MD 
Diseases  and  Surgery  of  the  Eye 
Diplomate  American  Board  of  Ophthalmology 
6th  and  Washington  McAlester  Oklahoma  74501 

V.  JERRY  SHEPHERD.  MD 
Diseases  and  Surgery  of  the  Eye 
Certified  by  the  American  Board  of  Ophthalmology 

3400  N W 56th  St  Suite  G-2  Ph0ne  946  3327  Oklahoma  City  73112 


ORTHOPEDICS 


DON  H O DONOGHUE  MD 
Consulting  & Diagnostic  Clinics  by  Appointment 

O Donoghue  Rehabilitation  Institute 
1 122  N E 13th  Street 
Oklahoma  City.  OK  73126 
271-3682 

DUNCAN  REGIONAL  ORTHOPAEDIC  ASSOCIATES.  INC 

THOMAS  J.  EISER.  MD 
ROBERT  M SIMPSON,  MD 

ORTHOPAEDIC  SURGERY  & SURGERY  OF  THE  HAND 

DIPLOMATES  AMERICAN  BOARD  OF  ORTHOPAEDIC  SURGERY 
FELLOWS.  AMERICAN  ACADEMY  OF  ORTHOPAEDIC  SURGEONS 

2815  W.  Elk 

OFFICE  (405)  252-3400  DUNCAN,  OKLAHOMA  73533 


ORTHOPEDIC  SURGERY  AFFILIATES.  INC 
1044  S W 44th 

Oklahoma  City,  Oklahoma  73109 
405-631-7444 

Dale  R Butler  MD  FACS  G David  Casper  MD 

J A Rosacker,  MD 


JOHN  RAYMONO  STACY.  MD.  FACS 
Diplomate  American  Board  of  Orthopedic  Surgery 
Orthopedic  and  Fracture  Surgeon 

415  N W 12th  St  Oklahoma  City.  Oklahoma  235-6315 


OTOLARYNGOLOGY 
HEAD  AND  NECK  SURGERY 


Oklahoma  Otolaryngology  Associates 
RAYMOND  O SMITH.  JR  . MD  FACS 
Head  and  Neck  Surgery 
Facial  Plastic  and  Reconstructive  Surgery 
4200  West  Memorial  Road.  Suite  606 
Oklahoma  City.  Oklahoma  73120 
Phone  405  755-1930 


E Ide  Smith.  MD’  Wm  P Tunell,  MD’ 

940  N E 13th  Street 

Oklahoma  City.  Oklahoma  73126  405  271-5922 

’American  Board  of  Surgery  — 

Special  Competence  in  Pediatric  Surgery 

PSYCHIATRY 


JOHN  C.  CHELF,  MD 

Diplomate  of  American  Board  of  Psychiatry  and  Neurology  in  Psychiatry 

Suite  208  Medical  Plaza  Building  620  South  Madison  Enid,  OK  73701 

233-7356 

LARRY  PRATER.  MD 
Practice  Limited  to  Psychiatry 

Suite  318  Classen  Professional  Bldg.  232-5453/272-7155 

1110  N Classen  Boulevard  Oklahoma  City.  Oklahoma  73106 

PSYCHIATRY  272-0734 

Robert  J Outlaw.  MD,  FAPA 
R Murali  Krishna,  MD.  MAPA 

Diplomates  ol  American  Board  ot  Psychiatry  and  Neurology  in  Psychiatry 
John  C Andrus.  MD,  MAPA 

Thurman  E Coburn,  PhD.  Licensed  Clinical  Psychologist 
Philip  J Murphy,  PhD.  Licensed  Clinical  Psychologist 
Suite  308  David  Schwartz.  ACSW.  Clinical  Psychiatric  Social  Worker 
Physicians  & Surgeons  Building  1211  North  Sharlel  Oklahoma  City  73103 


PULMONARY  DISEASE 


STEPHEN  N ADLER.  MD 
Diplomate 

American  Board  ol  Internal  Medicine 
American  Board  of  Internal  Medicine  - Pulmonary  Disease 

Pulmonary  Medicine  Fiberoptic  Bronchoscopy 

Pulmonary  Function  and  Methacholme  Testing  Lung  Needle  Biopsy 

Pulmonary  Artery  (Swan-Ganz)  Catheterization  Critical  Care  Medicine 

Mercy  Doctors  Tower  4200  Memorial  Road 

Oklahoma  City.  OK  73120  (405)  755-4290 


RAYMOND  J DOUGHERTY  MD 


Diplomate  American  Board  of  Pulmonary  Disease 
Practice  Limited  to  Pulmonary  Disease 

204  Pasteur  Building  235-1701 

Oklahoma  City,  Oklahoma  73103 


NORMAN  K IMES.  MD 
DENNIS  M PARKER  MD 

Diplomates  American  Board  of  Internal  Medicine 
American  Board  of  Internal  Medicine  - Pulmonary  Disease 
Consultants  in  Diseases  of  the  Chest 
Fiberoptic  Bronchoscopy 
Pulmonary  Function  Evaluation 
Intensive  Care  Medicine 

3330  N W 56  Street  405  949-9400 

Oklahoma  City.  Oklahoma  73112 


Professional  Card  listings  are  available  to  Members. 
They  are  sold  in  vertical  increments  of 
one-half  inch,  at  the  rate  of  $50.00  per  year. 
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RADIOLOGY 

WILLIAM  J.  FORREST,  MD 
Plastic  and  Reconstructive  Surgery 

HaUIULOGY  AbbOClA  1 bb,  |NU 

JAMES  T BOGGS.  MD  MICHAEL  A SARTIN,  MD 

ROBERT  SUKMAN,  MD.  FACR  RALF  E TAUPMANN,  MD 

WILLIAM  R ALBRACHT,  MD  GARY  G ROBERTS,  MD 

ROGER  B COLLINS.  MD  JOHN  R OWEN.  MD 

GEORGE  BEN  CARTER.  MD  HAROLD  D DAVIDSON.  MD 

RICHARD  B PRICE.  MD.  FACR,  DABNM  JAY  A HAROLDS,  MD,  DABNM 

Surgery  of  the  Hand 

3400  N W Expressway  947-8760 

Oklahoma  City 

HERBERT  M KRAVITZ,  MD,  FACS 
Diplomate  American  Board  of  Plastic  Surgery 

Diplomates  American  Board  of  Radiology 
X-Ray-Diagnosis  including  Ultra  Sonography,  Xeromammography, 
Radiation  Therapy  — Nuclear  Medicine  — CAT  Scanning 
Digital  Subtraction 

Reconstructive,  Cosmetic  and  Hand  Surgery 

Office  946-2694  2620  Northwest  Expressway 

Oklahoma  City.  Oklahoma 

204  Medical  Tower  Bldg  848-7741  Baptist  Medical  Center  949-3202 

400  Physicians  Prof  Bldg  943-9646  Bethany  General  Hospital  787-3450 

700  Doctors  Medical  Bldg  946-9923  Deaconess  General  Hospital  946-5581 

UROLOGY 

GENE  T BAUMGARNER.  MD.  FACS 

RADIOLOGIC  SPECIALTIES,  LTD 
4045  Northwest  64th  Street.  Suite  125 
Oklahoma  City,  Oklahoma  731 16 

Practice  Limited  To  Whole  Body  CT  Scanning 

Diplomate  of  the  American  Board  of  Urology 
Mercy  Doctors  Tower 
4200  West  Memorial  Road 

Oklahoma  City,  Oklahoma  73120  405  755-3723 

A de  QUEVEDO.  MD,  Inc 
Diplomate  of  the  American  Board  of  Urology 

V C Tisdal  III  MD  (405)848-0075  Rebecca  Goen  Tisdal,  MD 

Suite  606 

Diplomates  American  Board  of  Radiology 

1211  N Shartel  Oklahoma  City,  Oklahoma  73103  232-1333 

PHILIP  D DIGGDON,  MD,  FACS 
Diplomate  of  the  American  Board  of  Urology 

SURGERY 

312  Warren  Prof.  Bldg,  6465  S.  Yale,  Tulsa,  OK 
Office.  (918)  492-6322  Home:  (918)  492-1143 

Same  day  service 

ROBfcRI  B HOWARD,  MD,  FACS 
Certified  American  Board  of  Surgery 
Practice  Limited  to  General  Surgery  and  Diseases  of  the  Thyroid  Gland 
544  Pasteur  Medical  Bldg  Phone  235-2341  Oklahoma  City 

CLARK  HYDE,  MD 

2801  Parklawn  Dr.,  #300 „ . 1110  N.  Classen.  #205 

Midwest  City,  OK  73110  Ped,a,nc  and  Adult  Urology  0k|ahoma  City,  0K  73106 
(405)  737-5667  (405)  232-0273 

MICHAEL  E REIF,  MD 
Diplomate  American  Board  of  Surgery 
Fellow  American  College  of  Surgery 
General  and  Peripheral  Vascular  Surgery 
708  Mercy  Doctors  Tower  By  appointment  755-1750 

4200  West  Memorial  Road  Oklahoma  City,  OK  73120  After  hours  232-8861 

BARNEY  J LIMES,  MD 
Practice  Limited  to  Urology 

Physicians  and  Surgeons  Bldg 
1211  N,  Shartel 

SURGERY.  COLON  AND  RECTAL 

Oklahoma  City 
Phone  235-0315 

ROBERT  J.  CAPEHART,  MD 

2325  South  Harvard  Suite  306 

Tulsa.  Oklahoma  74114 

JOSEPH  D PARKHURST.  MD 
Diplomate  Amencan  Board  of  Urology 

7908  N W 23rd  Street  Suite  7 

Bethany,  OK  73008  495-6134 

(918)  744-5817 

Practice  Limited  To  Colon  & Rectal  Surgery  and  Colonoscopy 

CHARLES  L REYNOLDS,  JR,,  MD,  FACS,  FICS 
DIPLOMATE  of  the  AMERICAN  BOARD  of  UROLOGY 
DISEASES  of  the  KIDNEY,  BLADDER,  and  PROSTATE 

SURGERY,  RECONSTRUCTIVE  AND  PLASTIC 

3131  NORTHWEST  EXPRESSWAY 
OKLAHOMA  CITY,  OKLAHOMA  731 12 

PARAMJIT  S BAJAJ,  MD.  FACS 
FRCS  (England),  FRCS  (Edinburgh) 

Certified  American  Board  of  Plastic  Surgery 
Plastic  and  Reconstructive  Surgery 
Maxillofacial  and  Cosmetic  Surgery 
Surgery  of  the  Hand 

1 1 1 0 N.  Classen  Blvd.  235-6671 

Suite  304  Oklahoma  City,  Okla  73106 

OFFICE  405  843-5761 

RESIDENCE  405  842-6420  IF  NO  ANSWER  405  523-1999 

1110  Classen  Blvd.  JAMES  R.  WENDELKEN,  MD  2801  Parklawn 

Oklahoma  City,  OK  Pediatric  and  Adult  Urology  Midwest  City,  OK 

73106  73110 

Telephone  (405)  232-0273 

LEONARD  H BROWN,  MD 

PHILLIP  H WINSLOW,  MD.  FACS 
Diplomate  American  Board  of  Urology 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 
Plastic  and  Reconstructive  Surgery 
Cosmetic  Surgery 

Hours  by  Appointment  Medical  Plaza 

(405)  765-4620  123  Patton  Drive 

Answering  Service  (405)  765-5826  Ponca  City  OK  74601 

6913  S Canton  Tulsa,  Oklahoma  74136  492-3964 

Professional  Card  listings  are  available  to  Members. 
They  are  sold  in  vertical  increments  of 
one-half  inch,  at  the  rate  of  $50.00  per  year. 
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magazine. 

NEWS 

Members  of  the  Oklahoma  State  Medical  Association, 
the  constituent  societies  of  the  association,  and  all  readers  in 
general  are  invited  to  supply  news  items  of  general  interest 
to  the  profession. 

ADVERTISING 

All  advertising  copy  must  be  approved  by  the  Editorial 
Board  before  acceptance  for  publication.  General  and  mis- 
cellaneous advertising  rates  will  be  sent  on  request. 

EDITING  SERVICE 

The  Editorial  Board  reserves  the  prerogative  to  submit 
contributions  to  a Medical  Editing  Service  when  warranted. 
If  such  is  felt  necessary,  the  Editor  will  contact  the  author  for 
approval,  informing  him  that  there  will  be  a modest  charge 
for  this  service. 

REPRINTS 

Authors  will  receive  reprint  order  forms  from  the  Tran- 
script Press,  PO  Drawer  1058,  Norman,  Oklahoma  73070, 
prior  to  final  publication  of  their  articles.  Other  requests  for 
reprints  must  be  made  to  the  Transcript  Press  within  30  days 
after  publication. 

BACK  ISSUES 

Microfilm  copies  of  back  issues  of  The  Journal  may  now 
be  purchased  from  University  Microfilms  International,  300 
North  Zeeb  Road,  Ann  Arbor,  Michigan  48106. 
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Madam  President,  hon- 
ored guests,  officers,  dele- 
gates, fellow  auxilians, 
and  friends.  Several  years 
ago  an  acquaintance 
asked  me  to  join  a group 
of  individuals  for  coffee. 

Little  did  I know  that  that 
conversation  would  lead  to 
my  presence  here  today. 

For  you  see,  that  group  of  individuals  was  the 
Kay-Noble  County  Medical  Auxiliary,  and  the 
acquaintance  was  not  only  a member,  but  an 
OSMA  Auxiliary  past  president.  That  coffee 
lead  to  another,  then  a fund  raiser,  then  another 
project,  and  before  I knew  it  I was  involved  with 
an  organization  of  volunteers  with  a wide  range 
of  personal  interests,  backgrounds,  educations 
and  life-styles,  but  with  one  common  bond  — 
that  of  being  a doctor’s  spouse.  We  also  shared 
the  same  purpose  — to  improve  the  health  of 
our  community.  I know  that  this  story  is  famil- 
iar. Most  of  you  began  the  same  way. 

Since  that  day  I have  grown  as  an  indi- 
vidual and  as  an  auxilian.  And,  as  all  our  past 
state  presidents,  my  concerns  did  not  stop  at 
the  county  level,  but  led  me  on  to  my  involve- 
ment in  state  auxiliary  activities. 

This  past  year  it  has  been  my  honor  and 
my  privilege  to  work  closely  with  our  president, 
Camille  Harrison.  She  has  been  a kind,  caring, 
and  able  president.  I know  that  I speak  for  the 
entire  membership  in  thanking  you,  Camille, 
for  your  fine  leadership  and  your  accomplish- 


ments in  the  interest  of  auxiliary. 

Now,  as  I accept  this  gavel,  I realize  that 
the  responsibility  of  leadership  is  placed  in  my 
hands.  I accept  that  responsibility  with  the  con- 
fidence that  officers  and  members  alike  will 
share  the  responsibility  with  me  and  we  will 
strive  to  continue  the  high  standards  that  have 
been  set  for  us. 

May  I tell  you  how  sincerely  I appreciate 
the  honor  you  have  given  me  in  electing  me 
your  president.  I prize  it  and  will  do  everything 
in  my  power  to  merit  your  confidence.  And  when 
my  term  is  up — or  may  I say  when  our  term  is 
up,  for  we  shall  be  a team  working  together, 
we  hope  you,  the  members,  will  want  to  say,  as 
you  can  well  say  to  our  predecessors,  “Well 
done,  thou  good  and  faithful  servants.” 

Before  I close,  I want  to  recognize  one  per- 
son who  has  encouraged  and  supported  me  in 
anything  I have  ever  attempted.  He  is  always 
there  with  a shoulder  to  lean  on,  or  a phone 
call  when  I’m  far  from  home.  He  has  listened 
to  my  ramblings,  sometimes  late  into  the  night. 
He  has  given  me  a smile  when  I’ve  needed  it, 
or  a pat  on  the  back.  He  is  the  star  of  my  life 
— my  husband,  Ellis. 

Our  convention  is  almost  at  an  end.  And 
to  each  of  you  let  me  say,  go  back  to  your  com- 
munities — shake  hands  with  fellow  auxilians. 
Encourage  those  that  are  not  members  to  join 
and  get  involved.  We  must  unite  for  a common 
goal  — to  improve  the  quality  of  health  and  life 
for  all  people! 

— Pam  Oster 
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H The  Oklahoma  Teaching  Hospitals  have 
received  a three-year  accreditation  from  the 
Joint  Commission  on  Accreditation  of  Hospi- 
tals. This  is  the  first  time  that  the  teaching 
hospitals  have  received  accreditation  as  one  hos- 
pital. Previously,  Oklahoma  Memorial  Hospi- 
tal, Oklahoma  Children’s  Memorial  Hospital, 
the  Child  Study  Center,  and  the  O’Donoghue 
Rehabilitation  Institute  have  been  accredited 
separately. 

■ The  voluntary  fee  freeze  is  being  supported 
by  80%  of  the  nation’s  physicians,  AMA  Presi- 
dent-Elect Joseph  E Boyle,  MD,  reports.  “This 
doesn’t  mean  that  American  doctors  are  simply 
not  increasing  their  income  but  that  they  are 
losing  $9,000  to  $12,000  a year  because  their 
overhead  is  going  up  while  their  fees  remain 
the  same,”  Dr  Boyle  told  a press  conference  this 
spring.  The  AMA’s  one-year  moratorium  will 
reduce  the  nation’s  medical  bills  by  $3.5  million, 
or  1%  of  the  total,  he  said. 

■ An  AMA  opinion  poll  reveals  that  more 
young  Americans  (age  18  to  34)  than  elderly 
(those  65  and  over)  thought  that  the  elderly 
were  unable  to  get  needed  medical  care.  They 
also  thought  that  society  did  not  provide  enough 
financial  support  for  the  elderly. 

■ The  percentage  of  female  physicians  in 
the  US  increased  from  7.7%  to  12.2%  during 
the  period  1970  to  1981,  the  American  Medical 
Association  reports.  Nearly  30%  of  today’s  med- 
ical students  are  women.  While  female  physi- 
cians constituted  12.2%  of  all  physicians,  they 
made  up  smaller  percentages  of  general/family 
practitioners  (8.9%)  and  surgeons  (5.6%),  and 
larger  percentages  of  medical  and  other  special- 
ists (15.4%  and  15.1%  respectively).  The  women 
averaged  64%  of  the  average  annual  net  income 
of  their  male  colleagues,  with  part  of  the  differ- 
ence being  attributable  to  differences  in  hours 
practiced,  specialty,  and  form  of  practice.  In- 
come-per-hour  calculations  show  the  women 
earning  75.6%  of  the  men’s  income. 
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■ The  American  Medical  Association  Con- 
stitution and  Bylaws  were  amended  during 
the  recent  House  of  Delegates  meeting  to  re- 
ward states  with  a high  percentage  of  member- 
ship in  the  AMA.  The  change  means  two  addi- 
tional AMA  delegates  for  the  OSMA.  Oklahoma 
is  now  the  tenth  largest  delegation  to  the  AMA. 
The  two  new  seats  will  be  filled  by  former  alter- 
nate delegates  Orange  M.  Welbom,  MD,  Ada, 
and  James  B.  Eskridge  III,  MD,  Oklahoma  City. 
Michael  J.  Haugh,  MD,  Tulsa,  has  been  ap- 
pointed to  one  of  the  vacant  alternate  delegate 
positions.  Other  new  alternates  will  be  named 
before  the  AMA  Interim  Meeting  in  December. 
Formal  election  of  delegates  will  occur  at  the 
OSMA  Annual  Meeting  in  May,  1985. 

■ Women  can  appreciably  decrease  the  risk 

of  contracting  gonorrhea  by  using  spermicides 
in  conjunction  with  either  diaphragms  or  con- 
doms, according  to  results  of  a case-control 
study  appearing  in  the  Journal  of  the  American 
Medical  Association  (JAMA).  Conducted  by 
Harland  Austin,  DSc,  of  the  University  of 
Alabama  in  Birmingham,  and  colleagues,  the 
study  included  735  women  with  gonorrhea  and 
958  controls.  “An  overall  reduction  of  33%  in 
gonorrheal  risk  among  women  using  sper- 
micides relative  to  nonusers  is  suggested  by  this 
study,”  the  researchers  say. 

■ An  injury  to  Richard  M.  Nixon’s  left  knee 

on  August  17,  1960,  may  have  played  a major 
role  in  his  presidential  defeat  that  year,  com- 
ments Raymond  Scalettar,  MD,  in  JAMA  re- 
cently. The  injury  led  to  a hospital  admission 
12  days  later  with  a diagnosis  of  septic  arthritis. 
Released  on  September  12,  Nixon  was  readmit- 
ted to  the  hospital  five  days  later  with  a raging 
fever.  “His  fatigue,  weight  loss,  and  general  poor 
physical  appearance  would  be  visible  to  all  dur- 
ing the  famous  presidential  debate  of  Monday 
evening,  September  26,  1960,”  Scalettar  says. 
Many  have  suggested  that  Nixon’s  narrow  loss 
to  John  F.  Kennedy  was  due  to  that  televised 
debate. 
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• Undiminished  efficacy  for  at  least 
28  consecutive  nights24 

• Patients  usually  awake  rested  and  refreshed79 

• Avoids  causing  early  awakenings  or  rebound 
insomnia  after  discontinuation  of  therapy2  5 10 12 
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Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening;  in 
patients  with  recurring  insomnia  or  poor  sleeping  hab- 
its; in  acute  or  chronic  medical  situations  requiring 
restful  sleep  Objective  sleep  laboratory  data  have 
shown  effectiveness  for  at  least  28  consecutive  nights 
of  administration.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally 
not  necessary  or  recommended  Repeated  therapy 
should  only  be  undertaken  with  appropriate  patient 
evaluation 

Contraindications:  Known  hypersensitivity  to  fluraze- 
pam HCI;  pregnancy  Benzodiazepines  may  cause 
fetal  damage  when  administered  during  pregnancy 
Several  studies  suggest  an  increased  risk  of  congeni- 
tal malformations  associated  with  benzodiazepine  use 
during  the  first  trimester.  Warn  patients  of  the  potential 
risks  to  the  fetus  should  the  possibility  of  becoming 
pregnant  exist  while  receiving  flurazepam  Instruct 
patient  to  discontinue  drug  prior  to  becoming  preg- 
nant Consider  the  possibility  of  pregnancy  prior  to 
instituting  therapy 

Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants  An 
additive  effect  may  occur  if  alcohol  is  consumed  the 
day  following  use  for  nighttime  sedation  This  potential 
may  exist  for  several  days  following  discontinuation. 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness  (e  g.,  operating  machinery, 
driving).  Potential  impairment  of  performance  of  such 
activities  may  occur  the  day  following  ingestion.  Not 
recommended  for  use  in  persons  under  15  years  of 
age  Though  physical  and  psychological  dependence 
have  not  been  reported  on  recommended  doses, 
abrupt  discontinuation  should  be  avoided  with  gradual 
tapering  of  dosage  for  those  patients  on  medication 
for  a prolonged  period  of  time  Use  caution  in  adminis- 
tering to  addiction-prone  individuals  or  those  who 
might  increase  dosage 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and / 
or  ataxia  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function 
Adverse  Reactions:  Dizziness,  drowsiness,  light- 
headedness, staggering,  ataxia  and  falling  have 
occurred,  particularly  in  elderly  or  debilitated  patients 
Severe  sedation,  lethargy,  disorientation  and  coma, 
probably  indicative  of  drug  intolerance  or  overdosage, 
have  been  reported  Also  reported:  headache,  heart- 
burn, upset  stomach,  nausea,  vomiting,  diarrhea, 
constipation,  Gl  pain,  nervousness,  talkativeness, 
apprehension,  irritability,  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  complaints.  There 
have  also  been  rare  occurrences  of  leukopenia,  gran- 
ulocytopenia. sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness,  hypotension, 
shortness  of  breath,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness, 
hallucinations,  and  elevated  SGOT,  SGPT,  total  and 
direct  bilirubins,  and  alkaline  phosphatase;  and  para- 
doxical reactions,  e g.,  excitement,  stimulation  and 
hyperactivity. 

Dosage:  Individualize  for  maximum  beneficial  effect 
Adults:  30  mg  usual  dosage;  15  mg  may  suffice  in 
some  patients  Elderly  or  debilitated  patients:  15  mg 
recommended  initially  until  response  is  determined 
Supplied:  Capsules  containing  15  mg  or  30  mg 
flurazepam  HCI. 
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Roche  salutes  the  history  of  Oklahoma  medicine 


PUTTING  THE 
PAP  TEST  ON  WHEELS 


Introducing  the  new  cancer  detection  procedure  for 
women  to  rural  areas  was  a challenge  well  met  by  the 
Oklahoma  Division  of  the  American  Cancer  Society 
when,  in  1946,  it  converted  an  obsolete  school  bus 
into  the  nation's  first  cancer  clinic  on  wheels. 

Staffed  by  volunteer  specialists — an  internist,  a 
dermatologist,  a gynecologist  and  a surgeon — and 
one  salaried  secretary  to  handle  the  record-keeping, 
the  recycled  vehicle  left  Oklahoma  City  and  headed 
north.  Its  first  stop  was  Tonkawa,12  where  advance 
publicity  had  drawn  women  from  nearby  towns,  farms 
and  reservations,  all  seeking  the  proffered  examinations. 


The  idea  caught  on 

Today,  it  is  not  surprising  to  see  a modern  medical  ser- 
vices vehicle  on  wheels  in  shopping-center  parking 
areas,  schoolyards  or  business  centers.  Community 
service  organizations  sponsor  and  support  them  all 
across  the  country.  Unquestionably,  they  have  come  a 
long  way  in  equipment  and  comfort  from  the  school  bus 
that  pioneered  vital  health  services. . . but  //was  the  bus 
that  made  medical  history. 


Cooperative  effort 

Local  doctors  and  nurses  also  hurried  forward  to  volun- 
teer their  services  in  exchange  for  a firsthand  opportunity 
to  practice  techniques  and  procedures  about  which  they 
had  previously  only  read. 

In  location  after  location,  the  white-painted  bus  dis- 
pensed its  free  services  in  four  cubbyhole  examination 
rooms,  offering  educational  literature  about  concerto 
patients  and  medical  professionals,  and  spreading 
important  messages  regarding  early  cancer  detection 
and  prompt  treatment  when  indicated.2 


References:  1.  Kane  JN  Famous  First  Facts,  3rded  New  York,  The  H W 
Wilson  Co  , 1964,  p 367  2.  Data  on  file,  Hoffmann-La  Roche  Inc , Nutley,  NJ 


Copyright  © 1984  by  Roche  Products  Inc,  All  rights  reserved 


When  the  history  reveals 
mixed  depression  and  anxiety... 

For  the  estimated  70  percent  of  nonpsychotic  depressed  patients  who  are 
also  anxious,'  Limbitrol  provides  both  amitriptyline,  specific  for  symptoms  of 
depression,  and  the  effects  of  Librium®  (chlordiazepoxide  HCI/Roche),  the 
tested  and  dependable  anxiolytic.  Limbitrol  is,  therefore,  a better  choice  for  these 
patients  than  dual  agents  that  contain  a phenothiazine,  a class  of  antipsychotic 
drugs  which  has  been  associated  with  tardive  dyskinesia. 

62%  of  Overall  Improvement... Within  the  First  Week 

Limbitrol  also  has  a rapid  onset  of  action  which  may  lead  to  greater 
patient  compliance.  In  a multicenter  study  patients  taking  Limbitrol  experienced 
62%  of  their  overall  improvement  within  the  first  week  of  therapy2 

In  another  multicenter  study,3  the  following  symptoms  associated  with  anx- 
ious depression  were  significantly  reduced  during  the  first  two  weeks  of 
therapy: 

□ Headache — 79% 

□ Early  insomnia — 91% 

Middle  insomnia — 87% 

Late  insomnia — 89% 

□ Gastrointestinal  upset — 73% 

In  two  multicenter  studies,  only  1.9%  of  Limbitrol  patients  experienced 
cardiovascular  side  effects.3 

Patients  should  be  cautioned  about  the  combined  effects  with  alcohol  or 
other  CNS  depressants  and  about  activities  requiring  complete  mental  alertness 
such  as  operating  machinery  or  driving  a car 

References:  1.  Rickels  K:  Drug  treatment  of  anxiety,  in  Psychopharmacology  in  the  Practice  of  Medicine,  edited  by  Jarvik  ME,  New 
York,  Appleton-Century-Crofts,  1977,  p 316  2.  Feighner  JP  etal  Psychopharmacology  61  217-229,  Mar  1979  3.  Data  on  file, 
Hoffmann-La  Roche  Inc , Nutley,  NJ. 


In  moderate  depression  and  anxiety 


Limbitrol 

Tablets  5-12.5  each  containing  5 mg  chlordiazepoxide  ana  '2  5 mg  amitriptyline 
(as  the  hydrochloride  salt; 

Tablets  10-25  each  containing  10  mg  chlordiazepoxide  ana  25  mg  amitriptyline 
(as  the  hydrochloride  salt] 


® 


Please  see  summary  of  product  information  on  following  page. 


LIMBITROL-  Tablets®  Tranquilizer-Antidepressant 

Before  prescribing,  please  consult  complete  product  information,  a summary  of 

which  follows: 

Indicafions:  Relief  of  moderate  to  severe  depression  associated  with  moderate  to 
severe  anxiety 

Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepres- 
sants Do  not  use  with  monoamine  oxidase  (MAO)  inhibitors  or  within  14  days  follow- 
ing discontinuation  of  MAO  inhibitors  since  hyperpyretic  crises,  severe  convulsions  and 
deaths  have  occurred  with  concomitant  use.  then  initiate  cautiously,  gradually  increas- 
ing dosage  until  optimal  response  is  achieved  Contraindicated  during  acute  recovery 
phase  following  myocardial  infarction 

Warnings:  Use  with  great  care  in  patients  with  history  of  urinary  retention  or  angle- 
closure  glaucomo  Severe  constipation  may  occur  in  patients  taking  tricyclic  antide- 
pressants and  anticholinergic-type  drugs  Closely  supervise  cardiovascular  patients 
(Arrhythmias,  sinus  tachycardia  and  prolongation  of  conduction  time  reported  with 
use  of  tricyclic  antidepressants,  especially  high  doses  Myocardial  infarction  and 
stroke  reported  with  use  of  this  class  of  drugs ) Coution  patients  about  possible  com- 
bined effects  with  olcohol  and  other  CNS  depressants  and  against  hazardous  occu- 
pations requiring  complete  mental  alertness  (e  g , operating  machinery,  driving) 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  the  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congenital 
malformations  as  suggested  in  several  studies.  Consider  possibility  of  preg- 
nancy when  instituting  therapy;  advise  patients  to  discuss  therapy  if  fhey 
intend  to  or  do  become  pregnant. 

Since  physical  and  psychological  dependence  to  chlordiazepoxide  have  been  reported 
rarely,  use  caution  in  administering  Limbitrol  to  addiction-prone  individuals  or  those 
who  might  increase  dosoge,  withdrawal  symptoms  following  discontinuation  of  either 
component  alone  have  been  reported  (nausea,  headache  and  malaise  for  amitripty- 
line, symptoms  [including  convulsions]  similar  to  those  of  barbiturate  withdrawal  for 
chlordiazepoxide) 

Precautions:  Use  with  caution  in  patients  with  a history  of  seizures,  in  hyperthyroid 
patients  or  those  on  thyroid  medication,  and  in  patients  with  impaired  renal  or  hepatic 
function  Because  of  the  possibility  of  suicide  in  depressed  patients,  do  not  permit  easy 
access  to  large  quantities  in  these  patients  Periodic  liver  function  tests  and  blood 
counts  are  recommended  during  prolonged  treatment  Amitriptyline  component  may 
block  action  of  guanethidine  or  similar  antihypertensives  Concomitant  use  with  other 
psychotropic  drugs  has  not  been  evaluated,  sedative  effects  may  be  additive  Discon- 
tinue several  days  before  surgery  Limit  concomitant  administration  of  ECT  to  essential 
treatment  See  Warnings  for  precautions  about  pregnancy  Limbitrol  should  not  be 
taken  during  the  nursing  period  Not  recommended  in  children  under  12  In  the  elderly 
and  debilitated,  limit  to  smallest  effective  dosage  to  preclude  ataxia,  oversedation, 
confusion  or  anticholinergic  effects 

Adverse  Reactions:  Most  frequently  reported  are  those  associated  with  either  compo- 
nent alone  drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizziness  and  bloat- 
ing Less  frequently  occurring  reactions  include  vivid  dreams,  impotence,  tremor, 
confusion  and  nasal  congestion  Many  depressive  symptoms  including  anorexia, 
fatigue,  weakness,  restlessness  ond  lethargy  have  been  reported  as  side  effects  of  both 
Limbitrol  and  amitriptyline  Granulocytopenia,  jaundice  and  hepatic  dysfunction  have 
been  observed  rarely 

The  following  list  includes  adverse  reactions  not  reported  with  Limbitrol  but  requiring 
consideration  because  they  have  been  reported  with  one  or  both  components  or 
closely  related  drugs 

Cardiovascular  Hypotension,  hypertension,  tachycardia,  palpitations,  myocardial 
infarction,  arrhythmias,  heart  block,  stroke 

Psychiatric:  Euphoria,  apprehension,  poor  concentration,  delusions,  hallucinations, 
hypomania  and  increased  or  decreased  libido 

Neurologic:  Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the  extrem- 
ities, extrapyramidal  symptoms,  syncope,  changes  in  EEG  patterns 
Anticholinergic:  Disturbance  of  accommodation,  paralytic  ileus,  urinary  retention,  dila- 
tation of  urinary  tract 

Allergic:  Skin  rash,  urticaria,  photosensitization,  edemo  of  face  and  tongue,  pruritus. 
Hematologic:  Bone  marrow  depression  including  agranulocytosis,  eosinophilia,  pur- 
pura, thrombocytopenia 

Gastrointestinal:  Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculiar 
taste,  diarrhea,  black  tongue 

Endocrine  Testicular  swelling  and  gynecomastia  in  the  male,  breast  enlargement, 
galactorrhea  and  minor  menstrual  irregularities  in  the  female,  elevation  and  lowering 
of  blood  sugar  levels,  and  syndrome  of  inappropriate  ADH  (antidiuretic  hormone) 
secretion 

Other  Headache,  weight  gain  or  loss,  increased  perspiration,  urinary  frequency, 
mydriasis,  jaundice,  alopecia,  parotid  swelling 

Overdosage:  Immediately  hospitalize  patient  suspected  of  having  taken  an  overdose 
Treatment  is  symptomatic  and  supportive.  I V.  administration  of  1 to  3 mg  physostig- 
mine  salicylate  has  been  reported  to  reverse  the  symptoms  of  amitriptyline  poisoning 
See  complete  product  information  for  manifestation  and  treatment 
Dosage:  Individualize  according  to  symptom  severity  and  patient  response.  Reduce  to 
smallest  effective  dosage  when  satisfactory  response  is  obtained  Larger  portion  of 
daily  dose  may  be  taken  at  bedtime  Single  h s dose  may  suffice  for  some  patients 
Lower  dosages  are  recommended  for  the  elderly 

Limbitrol  10-25,  initial  dosage  of  three  or  four  tablets  daily  in  divided  doses,  increased 
up  to  six  tablets  or  decreased  to  two  tablets  daily  as  required.  Limbitrol  5-12  5,  initial 
dosage  of  three  or  four  tablets  daily  in  divided  doses,  for  patients  who  do  not  tolerate 
higher  doses 

How  Supplied:  White,  film-coated  tablets,  each  containing  10  mg  chlordiazepoxide 
and  25  mg  amitnptyline  (as  the  hydrochloride  salt)  and  blue,  film-coated  tablets, 
each  containing  5 mg  chlordiazepoxide  and  12  5 mg  amitriptyline  (as  the  hydro- 
chloride salt) — bottles  of  100  and  500.  Tel-E-Dose!  pockages  of  100,  Prescription 
Paks  of  50 
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An  added  complication... 
in  the  treatment  of  bacterial  bronchitis* 


Brief  Summary  Consult  the  package  literature  tor  prescribing 
information. 

Indications  and  Usage  Ceclor*  i cefaclor.  Lilly)  is  indicated  in  the 
'reatment  of  the  following  infections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms 
Lower  respiratory  infections,  including  pneumonia  caused  by 
Streptococcus  pneumoniae  (Dipiococcus  pneumoniae).  Haemophilus 
influenzae.  andS  pyogenes  (group  A beta-hemolytic  streptococci) 
Appropriate  culture  and  susceptibility  studies  should  be  performed 
to  determine  susceptibility  of  the  causative  organism  to  Ceclor 
Contraindication:  Ceclor  is  contraindicated  m patients  with  known 
allergy  to  the  cephalosporin  group  of  antibiotics 
Warnings:  IN  PENICILLIN-SENSITIVE  PATIENTS.  CEPHALOSPORIN 
ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY  THERE  IS 
CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL  CROSS- 
ALLERGENICITY OF  THE  PENICILLINS  AND  THE  CEPHALOSPORINS 
AND  THERE  ARE  INSTANCES  IN  WHICH  PATIENTS  HAVE  HAD 
REACTIONS.  INCLUDING  ANAPHYLAXIS,  TO  BOTH  DRUG 
CLASSES 

Antibiotics,  including  Ceclor.  should  be  administered  cautiously  to 
any  patient  who  has  demonstrated  some  form  of  allergy,  particularly 
to  drugs 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  (including  macrolides.  semisynthetic 
penicillins,  and  cephalosporins),  therefore  it  is  important  to  consider 
its  diagnosis  in  patients  who  develop  diarrhea  in  association  with  the 
use  of  antibiotics  Such  colitis  may  range  in  severity  from  mild  to 
life-threatening 

Treatment  with  broad-spectrum  antibiotics  alters  the  normal  flora 
of  the  colon  and  may  permit  overgrowth  of  Clostridia  Studies 
indicate  that  a toxin  produced  by  Clostridium  difficile  is  one  primary 
cause  of  antibiotic-associated  colitis 
Mild  cases  of  pseudomembranous  colitis  usually  respond  to  drug 
discontinuance  alone  In  moderate  to  severe  cases,  management 
should  include  sigmoidoscopy,  appropriate  bacteriologic  studies,  and 
fluid,  electrolyte  and  protein  supplementation  When  the  colitis  does 
not  improve  after  the  drug  has  been  discontinued,  or  when  it  is 
severe,  oral  vancomycin  is  the  drug  of  choice  for  antibiotic- 
associated  pseudomembranous  colitis  produced  by  C.  difficile  Other 
causes  of  colitis  should  be  ruled  out 

Precautions  General  Precautions — If  an  allergic  reaction  to  Cedor 
occurs,  the  drug  should  be  discontinued,  and  if  necessary,  the 
patient  should  be  treated  with  appropriate  agents,  e g . pressor 
amines,  antihistamines,  or  corticosteroids 
Prolonged  use  of  Ceclor  may  result  in  the  overgrowth  of 
nonsusceptible  organisms  Careful  observation  of  the  patient  is 
essential  If  supermfection  occurs  during  therapy,  appropriate 
measures  should  be  taken 

Positive  direct  Coombs  tests  have  been  reported  during  treatment 
with  the  cephalosporin  antibiotics  In  hematologic  studies  or  in 
transfusion  cross-matching  procedures  when  antiglobulin  tests  are 
performed  on  the  minor  side  or  in  Coombs  testing  of  newborns 
whose  mothers  have  received  cephalosporin  antibiotics  before 
parturition,  it  should  be  recognized  that  a positive  Coombs'  test  may 
be  due  to  the  drug 

Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Under  such  conditions  careful 
clinical  observation  and  laboratory  studies  should  be  made  because 
safe  dosage  may  be  lower  than  that  usually  recommended 
As  a result  of  administration  of  Ceclor.  a false-positive  reaction  for 
glucose  in  the  urine  may  occur  This  has  been  observed  with 
Benedict  s and  Fehlmg  s solutions  and  also  with  Clinitest*  tablets  but 
not  with  Tes-Tape*  i Glucose  Enzymatic  Test  Strip.  USP.  Lilly) 
Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease  particularly 
colitis 

Usage  m Pregnancy— Pregnancy  Category  B — Reproduction 
studies  have  been  performed  in  mice  and  rats  at  doses  up  to  12  times 
the  human  dose  and  in  ferrets  given  three  times  the  maximum  human 
dose  and  have  revealed  no  evidence  of  impaired  fertility  or  harm  to 
the  fetus  due  to  Ceclor  There  are,  however,  no  adequate  and 
well-controlled  studies  in  pregnant  women  Because  animal 
reproduction  studies  are  not  always  predictive  of  human  response, 
this  drug  should  be  used  during  pregnancy  only  if  dearly  needed 
Nursing  Mothers— Small  amounts  of  Cedor  have  been  detected  in 
mother's  milk  following  administration  of  single  500-mg  doses 
Average  levels  wereO  18  0 20.  0 21.  and  0 16  meg  mi  at  two  three 
four,  and  five  hours  respectively  Trace  amounts  were  detected  at  one 


Some  ampicillin-resistant  strains  of 
Haemophilus  influenzae— a recognized 
complication  of  bacterial  bronchitis*— are 
sensitive  to  treatment  with  Ceclor.1-6 

In  clinical  trials,  patients  with  bacterial  bronchitis 
due  to  susceptible  strains  of  Streptococcus 
pneumoniae,  H.  influenzae,  S.  pyogenes 
(group  A beta-hemolytic  streptococci),  or  multiple 
organisms  achieved  a satisfactory  clinical 
response  with  Ceclor.7 


Cefaclor 


Pulvuies®.  250  and  500  mg 


hour  The  effect  on  nursing  infants  is  not  known  Caution  should  be 
exercised  when  Ceclor*  (cefaclor.  Lilly)  is  administered  to  a nursing 
woman 

Usage  m Children — Safety  and  effectiveness  of  this  produd  for  use 
m infants  less  than  one  month  of  age  have  not  been  established 
Adverse  Reactions:  Adverse  effects  considered  related  to  therapy 
with  Cedor  are  uncommon  and  are  listed  below 

Gastrointestinal  symptoms  occur  in  about  2 5 percent  of  patients 
and  include  diarrhea  (1  in  70) 

Symptoms  of  pseudomembranous  colitis  may  appear  either  during 
or  after  antibiotic  treatment  Nausea  and  vomiting  have  been  reported 
rarely 

Hypersensitivity  readions  have  been  reported  in  about  1 5 percent 
of  patients  and  include  morbilliform  eruptions  (1  in  100)  Pruritus, 
urticaria  and  positive  Coombs  tests  each  occur  m less  than  1 in  200 
patients  Cases  of  serum-sickness-hke  reactions  (erythema 
multiforme  or  the  above  skin  manifestations  accompanied  by 
arthritis  arthralgia  and  frequently,  fever)  have  been  reported  These 
readions  are  apparently  due  to  hypersensitivity  and  have  usually 
occurred  during  or  following  a second  course  of  therapy  with  Ceclor 
Such  reactions  have  been  reported  more  frequently  in  children  than  in 
adults  Signs  and  symptoms  usually  occur  a few  days  after  initiation 
of  therapy  and  subside  within  a few  days  after  cessation  of  therapy 
No  serious  sequelae  have  been  reported  Antihistamines  and 
corticosteroids  appear  to  enhance  resolution  of  the  syndrome 

Cases  of  anaphylaxis  have  been  reported  half  of  which  have 
occurred  in  patients  with  a history  of  penicillin  allergy 

Other  effeds  considered  related  to  therapy  included  eosmophilia 
(1  in  50  patients)  and  genital  pruritus  or  vaginitis  (less  than  1 in  100 
patients) 

Causal  Relationship  Uncertain — Transitory  abnormalities  in  clinical 
laboratory  test  results  have  been  reported  Although  they  were  of 
uncertain  etiology  they  are  listed  below  to  serve  as  alerting 
information  for  the  physician 

Hepatic — Slight  elevations  of  SGOT.  SGPT.  or  alkaline  phosphatase 
values  (1  in  40) 

Hematopoietic— Transient  fluctuations  in  leukocyte  count, 
predominantly  lymphocytosis  occurring  in  infants  and  young  children 
(1  m 40) 

Renal— Slight  elevations  in  BUN  or  serum  creatinine  Hess  than  1 in 
500)  or  abnormal  urinalysis  (less  than  1 in  200) 

1061782R) 


* Many  authorities  attribute  acute  infectious  exacerbation  of  chronic 
bronchitis  to  either  S pneumoniae  or  H influenzae  ' 

Note  Ceclor  is  contraindicated  in  patients  with  known  allergy  to  the 
cephalosporins  and  should  be  given  cautiously  to  penicillin-allergic 
patients 

Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis  of 
rheumatic  fever  See  prescribing  information 
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Cryomania 

Have  you  ever  had  the  feeling  that  you  have 
lost  all  your  ability  to  comprehend,  understand, 
rationalize?  If  not,  I congratulate  you.  It’s  a bad 
feeling.  I know.  I experienced  it  several  weeks 
ago  and  I am  not  yet  fully  recovered.  I fear  I’m 
out  to  lunch  and  I’m  not  real  sure  that  I’m  com- 
ing back. 

This  state  of  dementia  developed  abruptly 
and  has  terrified  me  with  its  persistence.  As  I 
recall,  it  appeared  while  I was  reading  a news 
story  about  the  new  federal  law  which  freezes 
Medicare  fees  for  fifteen  months. 

Ever  since  that  horrible  moment  I have  felt 
my  mind  slipping  away.  There  have  been  a few 
times  when  I caught  glimpses  of  sanity  but  they 
faded  quickly. 

I have  tried  repeatedly  to  identify  the  cause 
of  my  infirmity.  All  my  efforts  have  failed  how- 
ever, and  I am  forced  to  conjecture  and  specu- 
late. 

Climatic  shock,  maybe.  I suppose  I wasn’t 
ready  for  a freeze  in  July,  especially  one  that 
is  to  last  fifteen  months.  The  idea  might  have 
shattered  my  biorhythms  and  thrown  the  cir- 
cuit breaker  in  my  attic  wiring. 

Or  maybe  a severe  identity  crisis.  I can’t 
decide  whether  I’m  participating  or  non-par- 
ticipating, coming  or  going.  Such  indecision  is 
bound  to  have  an  unsettling  effect,  even  on  the 
soundest  mind.  And  mine  was  not  the  soundest. 

Could  be  I’m  having  a phobic  reaction.  I 
have  never  been  charmed  by  the  prospect  of 
achieving  notoriety  and  the  threat  of  having 
my  name  and  address  published  in  a list  of  par- 
ticipating physicians  has  undoubtedly  stirred 
up  these  deep  fears.  My  suspecting  nature, 
honed  by  years  of  diligent  bureaucrat  watching, 
tells  me  that  another  list  showing  the  names, 
addresses  and  phone  numbers  — to  facilitate 
Baby  Doe  type  calls  — of  non-participating 
physicians  will  also  be  prepared.  Instead  of 
being  mailed  to  all  Medicare  beneficiaries,  this 
list  probably  will  be  posted  in  police  stations 
and  post  offices  around  the  country.  I wonder 
if  each  name  will  be  accompanied  by  the  usual 
full  face  and  profile  mug  shots.  Don’t  know 


whether  I’m  holding  my  breath  or  hyperven- 
tilating, but  I do  know  I’m  getting  weak  and 
sweaty. 

I haven’t  totally  discarded  the  thought  that 
I am  suffering  from  acute  depression.  Remem- 
bering that  no  good  deed  goes  unpunished,  I 
regret  my  recent  foolhardiness  in  volunteering 
to  freeze  my  fees  for  twelve  months.  Now  able 
to  recognize  my  reprehensible  greed,  I am  filled 
with  remorse.  I am  ashamed  of  my  selfishness 
and  I deserve  to  be  depressed.  My  wife  and  chil- 
dren are  depressed  too. 

Severe  frustration  also  has  to  be  considered 
among  the  causes  of  my  decompensation.  I’ve 
been  sending  money  away  to  generate  some 
favorable  political  action  for  a good  number  of 
years  now  and  if  this  is  what  I’ve  been  buying, 
I’ve  already  got  a whole  lot  more  than  I can 
afford.  ’Course  lots  of  people  remind  me  that  if 
I hadn’t  helped  our  friendly  politicians,  I’d  be 
a lot  worse  off.  But  if  this  is  the  way  our  friends 
treat  us,  surely  we  don’t  need  more  of  them. 
And  with  elections  coming  up  I don’t  know  who 
to  vote  for.  It’s  really  frustrating.  However,  if 
the  cost  of  health  care  continues  to  rise,  by 
November  all  us  physicians  who  receive  Medi- 
care funds  might  not  be  allowed  to  vote  anyway. 

There  is  the  possibility  that  I’ve  been 
watching  too  much  television.  Maybe  I have  a 
severe  video  neurosis  which  has  precipitated  a 
sort  of  panic  reaction  in  me.  There’s  a lot  of 
violence  on  the  tube  these  days  and  every  time 
some  actor  hollers  “freeze!”  it  gets  my  attention. 
Invariably  the  one  hollerin’  has  a gun  pointing 
with  dead  aim  at  someone  else.  It’s  enough  to 
cause  a lot  of  anxiety.  Especially  when  you 
realize  that  if  you  don’t  freeze  you  can  be  robb^, 
fined,  and  jailed  for  asking  your  patient  to  pay 
you  what  you  think  your  services  are  worth.  If 
that  realization  doesn’t  trigger  a panic  reaction 
in  you,  you’re  dead. 

All  things  considered,  the  concept  of  this 
freeze  in  this  heat  is  difficult  to  grasp.  My  strug- 
gle to  do  so  may  have  induced  a new  form  of 
mental  illness.  Before  I’m  shipped  off  to  some 
rest  farm,  I’d  like  to  suggest  a name  for  my 
psychosis. 

How  does  the  word  “CRYOMANIA”  sound 
to  you?  — MRJ 
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TO  BE,  OR  NOT  TO  BE 
a participating  physician  . . . 

That  IS  the  question! 

Whether  it  is  nobler  to 
accept  the  enticements  of 

(a)  being  allowed  to  in- 
crease billed  charges 
to  Medicare  beneficiaries 
. . . these  additional 
charges  to  be  reflected  in 
future  screen  updates  . . . 

(b)  be  eligible  to  receive 
additional  incentives  to  participate  . . . per- 
haps quicker  turnaround  times  on  Medicare 
claims,  listing  in  directories  of  participating 
physicians  or  other  carrots  yet  to  be  suggested 
in  directives,  regulations,  et  al,  in  return  for 
surrender  of  yet  another  freedom  of  choice  (100% 
acceptance  of  assignment)  and  another  con- 
straint (“customary  and  prevailing”  charges  fro- 
zen at  the  current  level  from  July  1,  1984  to 
September  30,  1985)  — THOSE  are  the  ques- 
tions. 

The  alternatives  would  seem  to  be  several: 

(1)  be  a “nonparticipating  physician,”  or 

(2)  be  a nonparticipant  regarding  treat- 
ment of  people  in  the  Medicare  pro- 
gram. 

Before  the  second  alternative  is  rejected  as 
being  unfeeling,  uncooperative,  unprofessional, 
or  whatever  other  “un”  you  can  think  of,  look 
at  the  conditions  under  which  the  first  alterna- 
tive, the  nonparticipating  physician,  would  be 
expected  to  conform! 


First  . . . the  good  news  . . . “physicians 
who  do  not  elect  to  ‘participate’  would  continue 
to  have  the  option  of  assigning  claims  on  a 
claim-by-claim  basis”  (budget  reconciliation 
language).  Then  the  bad  news  . . . “ ‘nonpar- 
ticipating’ physicians  who  increase  their  actual 
fees  to  Medicare  beneficiaries  during  the  15- 
month  freeze  period”  . . . this  makes  the  freeze 
MANDATORY  . . .“would  be  subject  to  penal- 
ties ranging  from  civil  monetary  penalties  to  ex- 
clusion from  the  Medicare  program  for  a 
specified  period  of  time”;  a “three-month  period 
starting  after  February  1984”  has  been  promul- 
gated for  judging  noncompliance  “based  on  in- 
dividual fee  profiles.” 

Decide  for  yourself  based  on  these  earlier 
pronouncements  and  the  law,  as  finally 
enacted.  But  BEWARE  (and  be  wary)  of  the 
implementing  regulations  . . . especially  how 
binding  a physician’s  first  choice  of  category 
will  be,  specific  penalties  for  noncompliance  and 
other  potential  traps,  yet  unpublished,  to  be 
avoided. 

I know  not  what  course  others  may  take, 
but  as  for  me  ...  I intend  to  exercise  the  deci- 
sion of  assignment  as  long  as  it  remains  viable 
and  without  unacceptable  terms. 
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New  Glaucoma  Treatments 


WAYNE  F.  MARCH,  MD 
LONNA  YEARY 
JOHN  STOW 

Timolol  eyedrops  have  produced  death  in 
asthmatic  patients  as  a systemic  side  effect. 
Betaxolol,  a selective  beta-1  blocker,  is  cur- 
rently being  tested  in  humans.  Pilocarpine 
gel,  a long  acting  form  of  pilocarpine,  has 
been  widely  accepted  by  the  patient  popu- 
lation. Thirty-five  patients  participated  in 
a clinical  trial  of  pilocarpine  gel  applied 
once  daily  at  10:00  pm.  Significant  lowering 
of  intraocular  pressure  was  found  for  24 
hours  after  administration.  Therefore,  it 
appears  that  pilocarpine  gel  can  be  en- 
dorsed as  an  effective  medication  for  24 
hours  in  the  vast  majority  of  patients. 

Introduction 

Timolol  eyedrops  have  become  the  most  widely 
utilized  glaucoma  medication  in  the  past  two 
years.  However,  only  recently  have  the  sys- 
temic effects  been  fully  realized.  Five  deaths 
have  been  reported  in  asthmatic  patients  who 
were  placed  on  timolol.  Timolol,  therefore,  is 
relatively  contraindicated  in  asthmatics,  and 

This  study  was  funded  by  Research  to  Prevent  Blindness,  Inc. 
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other  medications  are  being  developed.  We  are 
presently  testing  betaxolol,  a selective  beta-1 
blocker,  as  illustrated  in  the  figure.  Our  results 
so  far  show  that  betaxolol  is  as  effective  as 
timolol  in  the  same  concentration.  However,  be- 
taxolol is  far  from  approval  by  the  Federal  Drug 
Administration. 

Another  new  form  of  an  old  medication  is 
pilocarpine  gel,  and  we  have  reported  its  suc- 
cessful use.1  Pilocarpine  gel  has  recently  been 
approved  by  the  Federal  Drug  Administration 
for  general  use.  Pilocarpine  eyedrops  have  been 
used  for  over  a century  to  control  glaucoma  and 
have  relatively  few  systemic  side  effects.  How- 
ever, their  frequency  of  use  (every  six  hours) 
has  made  it  difficult  for  some  patients,  espe- 
cially those  patients  on  multiple  eyedrop 
therapy.  The  pilocarpine  gel  is  a sustained  ac- 
tion pilocarpine.  One  quarter  inch  of  the  gel, 
which  is  similar  to  an  ointment,  is  placed  inside 
the  lower  eyelid  at  night.  We  have  found  this 
medication  to  be  readily  accepted  (even  de- 
manded) by  patients  presently  on  pilocarpine 
therapy. 

Many  attempts  have  been  made  to  adminis- 
ter pilocarpine  in  different  vehicles  to  prolong 
eye  contact  time.  Soft  contact  lens  reservoirs2 
and  conjunctival  inserts3  have  found  limited 
usefulness.  However,  many  patients  still  rely 
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Fig.  Systemic  action  of  glaucoma  eyedrops. 


on  self-administered  topical  pilocarpine  hydro- 
chloride drops  four  times  daily.  A single  daily 
glaucoma  therapy  regimen  would  potentially 
increase  patient  drug  compliance  and  decrease 
patient  discomfort.  Recently,  a clinical  study 
involving  15  patients  showed  that  pilocarpine 
gel,  pilocarpine  hydrochloride  in  a high-viscos- 
ity acrylic  vehicle,  prolonged  the  effectiveness 
of  pilocarpine  for  at  least  18  hours  and  was  well 
accepted  by  patients.4  The  present  study  was 
designed  to  evaluate  more  carefully  the  dura- 
tion of  effectiveness  for  pilocarpine  gel. 

Subjects  and  Methods 

Thirty-five  subjects  participated  in  this  clinical 
study  after  giving  informed  consent.  The  dem- 
ographic profile  is  shown  in  Table  1.  These  pa- 
tients were  selected  from  a larger  patient  popu- 
lation under  the  criteria  of  no  recent  history  of 
ocular  disease  other  than  glaucoma  or  ocular 
hypertension,  no  previous  ocular  surgery,  and 
receiving  pilocarpine  therapy  only.  At  10am  on 
day  1 of  the  study,  intraocular  pressure  (IOP) 
was  measured  with  a Goldmann  applanation 
tonometer.  A 72-hour  “wash-out”  period  fol- 
lowed, with  no  therapy.  Control  IOPs  were  re- 
corded at  10  AM,  2 PM,  6 PM,  and  10  pm  on  the 
fourth  study  day.  Immediately  after  the  10  PM 
IOP  measurement  on  the  fourth  day,  50  gL  of 
pilocarpine  hydrochloride  gel  (2  mg  of  pilocar- 
pine hydrochloride  per  50  gL  of  gel)  was  placed 
in  the  lower  cul-de-sac  of  each  eye  by  the  clini- 
cian, using  a quantitative  applicator.  This  vol- 
ume of  pilocarpine  gel  is  approximately  equiva- 
lent to  a 50-gL  drop  of  4%  pilocarpine  hydro- 
chloride solution  (2  mg  of  pilocarpine  hydro- 
chloride per  50  p.L  drop). 

The  IOP  measurements  were  recorded  at 
10  am,  2 PM,  6 pm,  and  10  PM  on  the  fifth  and 

288 


sixth  days,  respectively,  with  a second  pilocar- 
pine hydrochloride  gel  application  (50  gL)  being 
administered  after  the  fifth  study  day’s  10  PM 
IOP  measurement. 

Paired  t tests  were  used  to  define  statistical 
significance  and  only  P values  less  than  .05 
were  considered  significant.5 


Results 

Table  2 demonstrates  the  side  effects  noted 
while  receiving  medication.  Most  patients  pre- 
ferred the  gel  to  their  present  pilocarpine  eye- 
drops. 

A comparison  between  the  IOP  values  be- 
fore and  after  pilocarpine  gel  administration 
indicates  a statistically  significant  reduction 
(P  < .001)  of  the  IOP  measurements  at  each 
time  interval  recorded  on  the  two  respective 
test  days  (study  days  5 and  6)  (Table  3).  It  is 
also  of  interest  that  on  study  days  5 and  6 the 
10  PM  IOP  measurements  (19.36  and  19.53 
mmHg,  respectively)  represent  24-hour  values 
after  the  previous  pilocarpine  gel  application. 

Additionally,  no  apparent  differences  (P  > 
.05)  were  detected  in  the  IOP  measurements 
between  study  days  5 and  6,  except  for  the  2 
PM  IOP  values  (P  < .034). 

The  IOP  ratios  (<  22  mmHg/  total)  for  the 
subjects  on  study  days  4,5,  and  6 were  compared 
(Table  3).  A significant  improvement  in  these 
ratios  was  seen  with  the  gel  exposure  (range, 
71.4%  to  91.4%  in  a number  of  patients  with 
IOP  of  22  mmHg  or  less).  There  is  no  significant 
difference  among  the  mean  IOP  values  from  12 


Table  1.  — Study  Population  Demography 

Feature 

No. 

Age,  yr 

Mean  ± SD 

66.6  ± 7.9 

Range 

51.78 

Sex 

M 

12 

F 

23 

Race 

White 

15 

Black 

20 

Iris  color 

Brown 

27 

Hazel 

2 

Blue 

4 

Green 

2 

Oculardiagnosis 

Primary  open  angle  glaucoma 

33 

Ocular  hypertensive 

2 

Oklahoma  State  Medical  Association 


Table  2.  — Ocular  Signs  and  Symptoms 


Signs  and  Symptoms 

First 

Day* 

Second 

Day 

Bulbar  conjunctival 

6 

4 

inflamation 

Limbal  inflammation 

2 

0 

Corneal  epithelial 

1 

0 

disease 

Lens  change 

0 

0 

Discomfort 

8 

3 

Acute  pain 

0 

0 

Tearing 

11 

3 

"Number  of  pafienfs  based  on  the  35  patients  who  exhibited  the  sign(s) 
and  symptom(s)  while  receiving  pilocarpine  hydrochloride  gel  and  not 
during  the  prestudy  or  washout  examination. 


to  24  hours  (Table  3)  after  the  pilocarpine  gel 
application  on  either  test  day  (study  days  5 and 
6).  Conversely,  variations  in  IOP  values  are  ap- 
parent over  the  corresponding  time  interval  on 
study  day  4 (premedication  IOP  values). 

Comment 

The  rationale  for  seeking  a more  efficacious  de- 
livery vehicle  for  pilocarpine  administration 
stems  from  the  problem  that  ophthalmologists 
often  encounter  in  maintaining  the  patient  with 
glaucoma  or  ocular  hypertension  on  a long-term 
drug  regimen.6  A poor  patient  drug  compliance 
may  be  linked  to  discomfort  associated  with 
multiple  drug  applications,  or  simply  failure  to 
follow  drug  regimen.7,8  This  point  has  been  ad- 
dressed by  a recent  clinical  survey9  in  which 


84%  of  a patient  population  of  240  indicated 
they  had  experienced  at  least  one  of  ten  specific 
side  effects  (average,  3.1  per  patient)  while  re- 
ceiving pilocarpine,  epinephrine,  or  a combina- 
tion of  the  two  agents. 

Distinct  advantages  of  pilocarpine  being 
administered  in  a gel  vehicle  are  (1)  there  is  a 
more  even  time  release  of  active  drug,  resulting 
in  less  ocular  irritation  or  other  side  effects,1" 
(2)  PM  drug  application  reduces  discomfort  reg- 
istered by  the  patient,  and  (3)  drug  compliance 
is  enhanced  because  there  are  no  multiple  drug 
applications  to  disrupt  daily  routines  or  to  be 
missed. 

Drug  efficacy  and  duration  of  effect  are  crit- 
ical indices  by  which  to  judge  the  potential  of 
any  preparation  that  could  be  used  in  this  man- 
ner. The  results  of  our  study  support  an  earlier 
report  that  pilocarpine  gel  reduced  IOP  for  18 
hours.  Our  data  indicate  that  the  duration  of 
the  pilocarpine  gel  efficacy  is  24  hours.  These 
data  also  suggest  that  the  absolute  IOP  (ie,  < 
22  mmHg)  in  this  group  of  patients  was  well 
controlled  with  the  pilocarpine  gel  exposure. 
The  IOP  diurnal  variations  that  were  present 
on  the  premedication  day  were  not  observed  on 
the  two  test  days  following  pilocarpine  gel  expo- 
sure. The  exaggerated  IOP  diurnal  variations 
characteristic  of  the  typical  patient  with 
glaucoma  may  be  reduced  with  treatment  by  a 
single  daily  dosage  of  pilocarpine  gel.11 

These  data  imply  that,  for  the  majority  of 
patients,  pilocarpine  gel  is  an  effective  agent 
for  24  hours  and  requires  only  one  dose  daily, 
preferably  in  the  evening.  However,  the  practic- 


Table  3.  — Pilocarpine  Gel  24-Hour  Evaluation 


Day  4 

Day  5 

Day  6 

Time 

Baseline 

IOP,* 

mmHg 

Ratio  (%)* 

IOP,* 

mmHg 

Ratio  (%)t 

IOP,* 
mm  Hg 

Ratio  (%)f 

10am(12 

hr)* 

30.30 

0/35(0.0) 

19.59 

25/35(71 .4) 

18.84 

31/35(8.6) 

2 PM  (16 
hr) 

28.46 

0/35(0.0) 

19.90 

27/35(77.1) 

18.91 

30/35(85.7) 

6 pm  (20 
hr) 

26.77 

1/35(2.9) 

19.91 

28/35(80.0) 

19.80 

27/35(77.1) 

1 0 PM  (24 
hr) 

26.26 

3/35(8.6) 

19.36 

32/35(91 .4) 

19.53 

28/35(80.0) 

"Mean  value  of  intraocular  pressure  for  35  patients. 

tRatio  of  patients  with  IOP  less  than  22  mm  Hg, total  with  percentage  IOP  less  than  22  mm  Hg  for  respective  times. 
^Number  of  hours  after  pilocarpine  hydrochloride  gel  administration  in  days  5 and  6. 
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Glaucoma  (continued) 

ing  ophthalmologist  should  remain  aware  that 
the  effect  of  pilocarpine  gel  is  weakest  im- 
mediately before  the  next  instillation.  There- 
fore some  patients,  especially  those  who  cannot 
tolerate  a pressure  of  22  mmHg  or  who  have 
an  unusual  diurnal  curve  and  manifest  higher 
IOP  in  the  evening,  may  require  adjunct 
therapy.  Any  patient  receiving  pilocarpine  gel 
should  have  at  least  one  10  PM  IOP  measure- 
ment while  using  the  gel  to  assess  the  possible 
need  for  adjunct  therapy. 

Nancy  Ryan,  Director  of  Medical  Illustration  at  McGee  Eye 
Institute  provided  the  Illustrations.  Karen  McNally- 
Spencer  provided  technical  and  secretarial  assistance. 
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The  Little  Editor 

An  irate  physician,  one  known  personally  to 
the  editor  as  an  able  and  conscientious  one, 
sent  a clipping  recently  to  the  Journal  from 
the  editorial  columns  of  the  Vinita  (Oklahoma) 
Leader,  in  which  the  director  of  the  department 
of  health  and  charities  in  Philadelphia  claimed 
that  many  physicians  in  that  city  purposely 
prolonged  cases  of  diphtheria  in  order  to  charge 
for  more  visits  and  suggests  that  an  alleged 
custom  from  that  most  highly  enlightened 
land,  China,  be  adopted,  where  it  is  said  fees 
are  paid  only  so  long  as  the  patient  is  well. 

Ordinarily  such  a mean  little  squib  would 
be  unnoticed,  but  bearing  in  mind  the  nature 
of  this  issue  of  the  Journal*  one  cannot  help 
but  call  attention  to  the  falsity  of  the  article 
and  prove  it  by  a comparison  of  its  spirit  and 
the  movements  of  the  last  sixty  days  of  the 
medical  profession  in  Oklahoma. 

The  pen,  paper,  press;  in  fact  everything 
in  connection  with  the  little  editorial  was 
made,  marketed  and  used  subject  to  patent  reg- 
ulations. Is  the  public  charged  any  great  sum 


for  the  vaccination  that  protects  it  from 
smallpox?  For  the  antitoxin  that  saves  an  in- 
fant’s life?  For  any  of  the  thousand  and  one 
improvements  in  medical  and  surgical  treat- 
ment? No;  it  is  freely  given  over  to  the  saving 
of  life,  often  without  hope  of  reward. 

It  is  fitting  that  some  notice  be  taken  in 
this  particular  issue  of  such  a matter,  even  if 
it  is  small  and  otherwise  not  worthy  of  notice, 
but  when  you  remember  that  every  advance- 
ment of  medicine  is  surely  limiting  the  field  of 
work  and  income  of  the  physician,  and  that 
such  advancement  comes  only  through  the 
labor  of  the  physician  himself  and  his  unself- 
ishly handing  it  over  to  the  world,  then  one 
concludes  that  the  spirit  criticizing  such  a pro- 
fession is  small;  too  small  entirely  to  notice. 

— OSMA  Journal  Editorial 
February  1910 

*The  February  1910  JOURNAL  contained  eleven  scientific  papers  on 
tuberculosis,  all  written  by  state  physicians  and  presented  before  the 
First  Anti-Tubercular  Convention  in  Oklahoma  City.  January  10  and 
11,  1910. 
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Jejunogastric  Intussusception 


JOSEPH  L.  SPANN,  MD 


Acute  jejunogastric  intussusception  may 
present  as  a life-threatening  emergency  in 
persons  having  gastroenterostomy.  Re- 
maining alert  to  the  possible  occurrence  of 
the  rare  condition  is  a prerequisite  for  its 
successful  management. 


Jejunogastric  intussusception  (JGI)  is  an  un- 
common but  dangerous  post-gastric  surgery 
complication.  It  rarely  occurs  early  postopera- 
tively,  but  is  usually  diagnosed  years  following 
gastroenterostomy — with  or  without  gastrec- 
tomy. 

There  are  two  distinct  syndromes  of 
jejunogastric  intussusception:  (1)  Acute: 

Dramatic  and  fulminating,  with  persistent 
emesis  followed  by  hematemesis,  and  accom- 
panied by  severe  epigastric  pain.  (2)  Chronic: 
This  is  a far  more  common  but  less  well-defined 
syndrome  of  postprandial  epigastric  distress, 
often  accompanied  by  nausea  and  weight  loss.1 

Two  cases  of  JGI,  which  contrast  patients’ 
age,  indications  for  antecedent  gastrectomy, 


gastrectomy  technique,  and  gastrojejunal  anas- 
tomosis, are  presented.  Both  were  attended  and 
operated  by  the  author. 

Case  Presentation 

Case  Number  One.  An  85-year-old  diabetic  black 
woman  presented  with  hematemesis  six  years  after 
gastrectomy.  Her  original  gastrectomy  was  a Bill- 
roth II  anticolic  Hofmeister  gastrojejunostomy  and 
truncal  vagotomy  performed  for  pyloric  obstruction 
complicating  a chronic  active  duodenal  ulcer.  Late 
postgastrectomy,  she  had  several  bouts  of  postpran- 
dial epigastric  distress,  occasional  emesis,  and 
weight  loss.  Interval  upper  GI  series  were  nondiag- 
nostic. 

Three  days  prior  to  hospitalization,  she  had 
onset  of  unrelenting  emesis  and  severe  epigastric 
pain  accompanied  by  hematemesis.  An  upper  GI 
series  showed:  (1)  Reflux  of  barium  into  esophagus, 
(2)  large  polypoid  mass  protruding  into  gastric  pouch 
from  the  greater  curvature  border  of  gastrojejunos- 
tomy, and  (3)  dilated  efferent  small  bowel  (Figs  1 
and  2). 

Emergency  laparotomy  and  anterior  gastrotomy 
revealed  strangulated  jejunum  in  the  stomach  (Fig 
3).  After  resecting  the  gangrenous  bowel,  the  gastric 
pouch  was  halved  by  re-resection,  the  gastrojejunos- 
tomy was  reduced  in  caliber,  and  small  bowel  con- 
tinuity was  restored  by  end-to-end  jejunojejunos- 
tomy.  The  patient  regained  her  original  pregastrec- 
tomy weight  and  has  remained  well;  she  is  now  90 
years  old.  (continued) 
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Jejunogastric  (continued)^ 

Case  Number  Two.  A 36-year-old  white  woman 
had  two  gastrectomies  performed  for  complicated 
ulcer  disease  a few  months  apart.  The  immediate 
indications  for  the  first  gastrectomy  (a  Billroth  II 
anticolic  Polya  gastrojejunostomy  with  truncal  vag- 
otomy) were  unrelenting  ulcer  discomfort  with  upper 
GI  hemorrhage.  After  the  first  gastrectomy,  the  pa- 
tient continued  to  complain  of  recurrent  upper  ab- 
dominal distress,  and  a marginal  ulcer  was  found  by 
gastroscopy.  A second  gastrectomy  left  only  10%  of 
the  original  gastric  capacity,  necessitating  anticolic 
Roux-en-Y  gastrojejunostomy. 

One  year  after  the  second  gastrectomy,  the  pa- 
tient had  hematemesis.  An  upper  GI  series  showed: 
(1)  A minute  gastric  pouch,  (2)  gastric  outlet  obstruc- 
tion, and  (3)  intussusception  of  small  bowel  into  gas- 
tric pouch  (Figs  4 and  5).  The  fluoroscopist  reported 
“intermittent  intussusception  of  small  bowel  at 
gastrojejunostomy  with  the  intussusception  never 
completely  reduced.” 

Laparotomy  with  gastrotomy  confirmed  the 
retrograde  but  viable  JGI  of  efferent  jejunum;  ie,  the 
defunctionalized  limb  of  Roux-en-Y.  The  redundant 


intussusceptum  was  resected,  and  the  gastrojejunos- 
tomy was  reconstructed  using  a retrocolic  Roux-en-Y 
anastomosis,  fixing  the  defunctionalized  jejunum  at 
the  aperture  in  the  transverse  mesocolon.  The  pa- 
tient remains  well,  except  for  reflux  esophagitis,  two 
years  after  surgical  correction  of  the  JGI. 

Discussion 

The  first  patient  had  the  classic  manifestations 
of  an  acute  JGI  superimposed  on  the  chronic 
syndrome.  She  had  previously  complained  of 
recurrent  postprandial  discomfort,  emesis,  and 
weight  loss  from  her  original  gastrectomy.  It  is 
important  to  note  that  interval  investigation 
by  an  upper  GI  series  was  nondiagnostic  until 
the  onset  of  the  acute  phase.  One  must  not  be 
complacent  with  the  postgastrectomy  patient 
who  has  vague  postprandial  symptoms  and 
negative  GI  studies  because  the  patient  may 
return  with  potentially  lethal  complication  of 
acute  JGI  at  any  time,  three  days  to  35  years 
postgastrectomy.2 


Fig  1.  (Case  1)  Upper  GI  series  in  acute  jejunogastric 
intussusception — retrograde — of  efferent  loop.  Shows 
classical  X-ray  findings  of:  (a)  Lobulated  intragastric 
mass,  (b)  gastric  outlet  obstruction  with  dilatation  of 
efferent  loop,  and  (c)  esophageal  reflux. 


Fig  2.  (Case  1)  “Coiled  Spring"  intussusceptum — in- 
carcerated jejunum. 
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Fig  3.  (Case  1)  Gangrenous  intussusceptum — jejunum 
covered  with  barium. 


The  second  case  is  unique  in  that  when  a 
second  gastrectomy  left  only  10%  of  the 
stomach,  it  was  found  necessary  to  employ  a 
Roux-en-Y  gastrojejunostomy.  Sequential  an- 
trectomy, truncal  vagotomy,  and  Roux-en-Y 
gastrojejunostomy  can  give  significant  reten- 
tion and  delayed  transit  in  the  Roux-en-Y  limb. 
This  phenomenon  has  been  demonstrated  using 
99-M  Technetium  labelled  foods  followed  with 
gamma  camera.3 

JGI  is  retrograde  and  of  the  efferent  loop 
in  75%  of  all  reported  cases.  It  is  a rare 
phenomenon,  with  fewer  than  300  cases  re- 
ported in  the  world  literature  since  the  first 
case  report  in  1914.  This  potentially  lethal  com- 
plication continues  to  exact  a 50%  mortality  if 
not  diagnosed  and  treated  correctly  within  48 
hours  after  onset  of  the  acute  phase.4 

JGI  probably  results  from  motility  distur- 
bance and  is  little  influenced  by  either  the  con- 
figuration or  size  of  the  gastrojejunostomy  or 
the  presence  or  type  of  vagotomy.  Proponents 
of  a specific  gastrojejunostomy  often  suggest 
that  their  favorite  gastrojejunal  anastomosis  is 
less  prone  to  develop  either  dumping  syndrome 
or  jejunogastric  intussusception.  The  actual  in- 
cidence of  JGI  reported  is  the  same  for  both 
Polya  and  Hofmeister  anastomoses.  Though 
retrograde  intussusception  of  Roux-en-Y  limb 
seems  unlikely  considering  its  isoperistaltic 
physiology,  that  it  occurs  is  demonstrated  in 
Case  Two,  and  approximately  ten  others  of  the 
300  reported  cases.5 

JGI  should  be  considered  as  a diagnosis  in 
Journal  / August  1984  / Volume  77 


postgastrectomy  patients  with  recurrent  or  per- 
sistent emesis,  particularly  if  it  results  in 
epigastric  pain  with  hematemesis.  Eighty  per- 
cent of  acute  JGI  patients  have  hematemesis 
as  the  chief  complaint. (i  Most  patients  probably 
have  multiple  self-reducing  bouts  of  JGI  prior 
to  the  inexorably  progressive  intussusception, 
as  in  Case  One.  If  an  upper  GI  series  or  gastros- 
copy is  not  performed  at  a fortuitous  time,  the 
chronic  phase  of  JGI  will  go  undiagnosed  or  be 
labeled  a more  common  postgastrectomy  syn- 
drome.7 


Diagnosis 

High  index  of  suspicion  remains  the  most  im- 
portant diagnostic  instrument  for  diagnosing 
this  rare  entity.8  Appropriate  diagnostic  inves- 
tigation must  include  an  upper  GI  series.  Al- 
though gastroscopy  may  confirm  this  diagnosis 
(JGI),  evaluate  viability  of  intussusceptum,  and 
has  been  used  to  reduce  JGI  in  a few  cases, 
diagnosis  of  J GI  by  gastroscopy  may  be  difficult, 
and  successful  reduction  is  not  always  possible. 

Waiting  for  the  acute  JGI  triad  of  prior 
stomach  surgery,  palpable  epigastric  mass,  and 


Fig  4.  (Case  2)  Jejunogastric  intussusception — acute 
and  chronic  phase  of  Roux-en-Y  gastrojejunostomy. 


293 


Fig  5.  (Case  2)  Roux-en-Y — gastrojejunostomy 
obstructed  by  retrograde  intussusception  of  de- 
functionalized  limb. 


hematemesis  should  be  relegated  to  the  same 
obsolete  practice  as  waiting  for  a morasmic  in- 
fant with  visible  gastric  wave  and  easily  pal- 
pated olive  in  hypertrophic  pyloric  stenosis.  In 
72  years,  at  the  Mayo  Clinic,  only  sixteen  cases 
of  JGI  have  been  recognized — none  of  these 
were  diagnosed  nor  even  clinically  considered 
prior  to  an  upper  GI  series.9  Each  of  the  eleven 
cases  operated  had  a different  surgeon. 

Treatment 

Successful  reduction  of  the  chronic  type  of  JGI 
per  gastroscope  has  been  reported,  but  I urge 
laparotomy  to  confirm  diagnosis  and  to  ascer- 
tain completeness  of  reduction  and  viability  of 
intussusceptum,  particularly  if  there  has  been 
hematemesis.  The  exact  operation  should  be 


tailored  by  the  surgical  findings.  Rather  than 
terminating  the  procedure  after  disinvagina- 
tion  of  JGI,  most  surgeons  would  advocate  re-re- 
section  of  a large  gastric  pouch,  revision  of  the 
gastrojejunal  stoma  and  fixation  of  the  efferent 
jejunal  limb. 

For  the  high-risk  patient  with  strangulated 
intussusception,  the  minimal  adequate  proce- 
dure will  suffice,  as  the  incidence  of  recurrence 
of  one-time  surgically  reduced  JGI  is  nil.  An 
ideal,  but  not  always  technically  feasible  proce- 
dure would  be  conversion  of  a Billroth  II  gas- 
trojejunostomy to  a Billroth  I pattern.10 
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of  the  university’s  School  of  Medicine.  He  is  a 
member  of  the  Southwestern  Surgical  Congress, 
Oklahoma  Surgical  Associates,  Society  of  Head 
and  Neck  Surgeons,  and  Society  of  Air  Force  Clin- 
ical Surgeons. 


The  physician’s  continuing  education,  whether  he  is  a scientist  practicing  in 
a medical  school  or  a general  practitioner  practicing  in  some  rural  area,  is 
largely  a process  within  himself,  one  he  pursues  on  his  own.  He  may  have 
some  help  from  his  professional  colleagues  in  the  county  medical  society  or  in 
a research  group,  but  most  of  his  true  learning  — the  part  that  sticks  with 
him  — is  what  he  does  for  himself,  by  himself. 

— George  T.  Harrell 
Journal  of  Medical  Education 
33  (October,  Pt  II):217,  1958 
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Nutrition  for  the  Practitioner  IV 

Current  Concepts  in  Nutrition: 

Vitamin  E 


STEPHEN  R.  NEWMARK,  MD 

Several  states  of  vitamin  E deficiency  in 
humans  have  recently  been  described,  in- 
cluding certain  deficiency  syndromes  in 
premature  infants  and  in  patients  with  p- 
lipoprotein  deficiency.  Vitamin  E can  also 
be  useful  in  the  treatment  of  some  diseases, 
such  as  peripheral  vascular  disease  and 
hemolytic  anemia  in  the  newborn,  but  to 
date  there  are  no  controlled  studies  show- 
ing it  to  be  of  benefit  in  treating  ischemic 
heart  disease  or  congestive  heart  failure. 

Vitamin  E refers  to  the  group  of  substances 
classified  as  tocopherols,  of  which  dla  to- 
copherol acetate  is  the  “natural”  form  and  dly 
tocopherol  the  form  most  available  for  clinical 
use.1 

Source 

Vitamin  E is  derived  from  vegetable  and  seed 
oils  such  as  safflower  oil  and  sunflower  oil.  Diets 
containing  2,000  to  3,000  calories  usually  con- 
tain 8 to  11  mg  of  a tocopherol  or  12  to  16  IU 
of  vitamin  E.2,3 


Southwestern  Metabolism  and  Diabetes  Center,  Saint  Francis  Hospital,  Uni- 
versity of  Oklahoma  Tulsa  Medical  College,  Tulsa,  Oklahoma  74177. 


Absorption  and  Metabolism 

The  tocopherols  are  fat  soluble  and  must  be 
absorbed  in  conjunction  with  the  gastrointesti- 
nal absorption  of  fat.1  Once  absorbed,  to- 
copherols circulate  in  conjunction  with  low- 
density  lipoproteins.  The  level  of  total  circulat- 
ing lipids  is  directly  correlated  to  the  level  of 
circulating  tocopherols. 

The  tocopherols  are  stored  in  various  or- 
gans such  as  the  liver,  adipose  tissue,  and  mus- 
cle. 

Daily  Requirements 

Previous  recommendations  have  listed  a re- 
quirement for  vitamin  E to  depend  on  the  level 
of  polyunsaturated  fatty  acids  (PUFA)  in  the 
diet.1  The  vitamin  E:PUFA  was  suggested  to 
be  > 0.6.  However,  PUFA  from  natural  sources 
contain  vitamin  E;  thus,  extra  supplementation 
with  vitamin  E in  diets  containing  large 
amounts  of  PUFA  appears  to  be  unnecessary.4 

The  current  recommended  dietary  equiva- 
lent for  vitamin  E is  8 mg  of  dl-tocopherol  (12 
IU)  for  females  and  10  mg  (15  IU)  for  males.5 

Function 

Vitamin  E appears  to  function  biologically  as 
an  antioxidant.  It  has  been  hypothesized  that 
tocopherol  can  react  with  free  radicals  that  may 


Journal  / August  1984  / Volume  77 


295 


Nutrition  (continued) 

alter  PUF  A in  biological  membranes  producing 
membrane  damage.6  Nearly  all  explanations  of 
vitamin  E activity  in  human  disease  have  de- 
pended on  this  concept. 

Deficiency  States 

Deficiency  states  of  vitamin  E have  only  re- 
cently been  described  in  humans.  Plasma  levels 
range  from  0.5  to  1.6  mg%  in  adults  and  from 
0.2  to  1.3  mg%  in  infants.  One  of  the  first  de- 
scriptions of  clinical  vitamin  E deficiency  con- 
cerned the  prematurely  born  child  who  may  pre- 
sent with  bronchopulmonary  dysplasia, 
hemolytic  anemia,  edema,  and  a nonspecific 
skin  lesion.7,8 

An  additional  syndrome  previously  de- 
scribed in  animals  has  been  reported  in  patients 
with  P-Iipoprotein  deficiency  in  which  circulat- 
ing tocopherol  levels  are  decreased.  These  pa- 
tients present  with  degeneration  of  anterior 
horn  cells,  degeneration  of  vestibular  nuclei, 
and  dysfunction  of  the  pyramidal  tracts.4 

Malabsorption  disorders  such  as  gastroin- 
testinal mucosal  disease  or  pancreatic  insuffi- 
ciency or  disorders  of  the  hepatobiliary  system 
have  been  associated  with  vitamin  E deficiency. 
The  syndrome  of  arreflexia,  disturbance  of  gait 
and  propioception,  diminished  vibratory  sensa- 
tion, and  ophthalmoplegia  is  similar  to 
symptoms  observed  in  abetalipoproteinemia, 
which  in  turn  have  been  ascribed  to  vitamin  E 
deficiency.4  Similar  cases  have  been  reported 
in  patients  with  malabsorption  secondary  to 
cystic  fibrosis  and  chronic  liver  disease.9 

It  has  been  suggested  that  vitamin  E acts 
as  an  active  antioxident  and  may  particularly 
protect  the  red  cell  membrane  from  endogenous 
free  radical  damage.  Vitamin  E deficiency  has 
been  reported  to  be  associated  with  increased 
fragility  of  the  red  cell  membrane.4 


Treatment  of  Vitamin  E 
Deficiency  States 

Oral  vitamin  E at  levels  of  25  to  500  IU/day 
has  reportedly  reversed  symptoms  of  vitamin 
E deficiency.4  Intravenous  preparations  of  vita- 
min E in  MVI  and  MVI-12  can  provide  5 IU 
per  ampule.  It  should  be  noted  that  vitamin  E 
has  been  reported  to  inhibit  vitamin  K activity; 
thus,  caution  should  be  exercised  in  patients 
receiving  anticoagulants.10 


Use  of  Vitamin  E in 
Other  Disease  States 

1.  Cardiovascular  Disease.  Vitamin  E has 
been  proposed  as  a panacea  for  various  types 
of  cardiovascular  disease  including  angina  pec- 
toris, congestive  heart  failure,  and  peripheral 
vascular  disease.  To  date  there  are  no  controlled 
studies  that  show  a significant  benefit  from  the 
use  of  vitamin  E in  ischemic  heart  disease  or 
congestive  heart  failure.11,12 

Although  increases  in  high-density  choles- 
terol (HDL)  have  been  demonstrated  in  women 
receiving  vitamin  E,  HDL  levels  did  not  in- 
crease significantly  in  males.4  The  use  of  vita- 
min E in  favorably  altering  high-density  choles- 
terol levels  remains  speculative,  however. 

2.  Peripheral  Vascular  Disease.  Periph- 
eral vascular  disease  is  a clinical  disease  in 
which  vitamin  E has  been  shown  to  have 
therapeutic  efficacy.  Pain  or  intermittent 
claudication  was  lessened  with  the  administra- 
tion of  vitamin  E,  although  a double-blind  trial 
was  not  conducted.  The  therapeutic  efficacy, 
dose,  possible  side  effects,  indications,  and  con- 
traindications to  the  use  of  vitamin  E in 
peripheral  vascular  disease  are  still  to  be  deter- 
mined.13 

3.  Prematurity.  Bronchopulmonary  dysplasia 
developing  in  the  premature  newborn  infant 
has  been  successully  treated  with  large  doses 
of  vitamin  E.  The  incidence  of  rentrolental 
fibroplasia  has  also  been  reduced  by  supplemen- 
tation with  vitamin  E.4  It  is  felt  that  vitamin 
E stabilizes  biological  membranes  against  pos- 
sible oxidants. 

4.  Hemolysis.  Vitamin  E has  been  used  to 
treat  hemolytic  anemia  in  the  newborn,  par- 
ticularly if  the  infant  is  supplemented  with  an 
excess  of  linoleic  acid.4  It  must  be  emphasized, 
however,  that  many  factors  may  contribute  to 
hemolysis,  and  it  has  not  been  conclusively 
demonstrated  that  vitamin  E deficiency  in  the 
newborn  is  a primary  cause  of  hemolysis. 

5.  Aging.  It  has  been  proposed  that  aging  may 
in  part  be  the  result  of  biological  injury  from 
endogenous  free  radicals  and  that  vitamin  E 
may  provide  protection  from  this  process.  There 
are  no  current  data  to  support  this  contention.4 
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6.  Gonadal  Function.  Because  the  syndrome 
of  vitamin  E deficiency  in  the  chicken  includes 
degenerative  change  in  the  seminiferous 
tubules  of  the  testes,  many  individuals  have 
administered  or  taken  vitamin  E to  improve 
reproductive  capacity,  improve  libido,  or  in- 
crease sex  hormone  levels.14 

However,  there  are  no  available  clinical 
studies  that  have  demonstrated  a beneficial  ef- 
fect in  the  above  reproductive  or  gonadal  prob- 
lems. 
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The  Prevention  of  Tuberculosis 


Editor’s  note:  Tuberculosis  was  a health  prob- 
lem of  major  concern  in  Oklahoma  in  1909. 
Throughout  the  fall  and  the  winter  of  1909- 
1910,  the  Journal  carried  numerous  articles 
about  the  disease.  In  January  1910,  the  Ok- 
lahoma State  Anti-Tubercular  Association  was 
organized  and  held  its  first  state  convention  in 
Oklahoma  City  January  10  and  11.  The  follow- 
ing editorial,  which  appeared  in  the  December 
1909  issue  of  the  Journal,  reflects  the  tenor 
of  the  times. 

Never  in  medical  history  has  there  been  such 
a concerted  and  unanimous  movement  toward 
the  control  and  prevention  of  tuberculosis. 
Aside  from  the  meetings  being  held  and  that 
are  to  be  held  in  almost  every  county  and  city 
in  the  United  States  and  by  the  County  Medical 
Societies  during  the  close  of  this  and  the  begin- 
ning year,  many  prominent  civic  bodies  are 
giving  the  matter  their  serious  consideration. 

When  one  reflects  that  this  is  by  far  the 
most  potent  enemy  of  mankind,  doing  by  far 
more  damage  than  all  armies  and  navies  com- 
bined and  that  all  other  diseases  pale  into  in- 
significance when  the  destructive  force  of 


tuberculosis  is  considered,  we  then  realize  it  is 
time  something  were  being  done  for  its  preven- 
tion. That  the  final  result  of  clean  living  and 
civic  cleanliness  along  broad  lines  will  result 
in  the  eradication  of  tuberculosis  no  serious 
thinker  doubts  for  a moment,  but  to  do  this 
calls  for  almost  a revolution  of  present  methods 
and  systems  of  living.  It  calls  for  the  overthrow 
of  many  prejudices  existing  in  the  lay  mind 
and  for  the  highest  order  of  mutual  assistance 
between  the  lay  and  professional  mind.  The 
people  must  necessarily  be  educated  and  shown 
the  reason  for  regulations  affecting  sanitary 
conditions  in  order  that  they  may  carry  them 
out  more  effectually  and  no  one  is  in  better 
position  to  do  this,  in  fact  no  one,  but  the  family 
medical  advisor  is  fitted  to  point  out  the  proper 
methods  for  combating  disease. 

It  should  be  made  the  function  of  every 
physician  to  pass  no  opportunity  to  advise  the 
families  under  their  care  as  to  the  means  for 
the  prevention  of  disease,  every  thing  bearing 
upon  their  hygienic  condition  should  be  consi- 
dered and  co-operation  encouraged  for  their  im- 
provement. □ 
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News  from 
the  Oklahoma  State 
Department  of  Health 

Laboratory  Service 

Over  a half-million  microbiological  and  chemi- 
cal analyses  are  performed  each  year  by  the 
Laboratory  Service  of  the  Oklahoma  State  De- 
partment of  Health. 

Analyses  on  a variety  of  human  specimens 
produce  information  used  by  various  health  de- 
partment program  areas,  as  well  as  the  medical 
community,  to  identify  and  control  public 
health  problems.  Most  testing  is  performed  in 
support  of  communicable  disease  control  and 
other  personal  health  program  areas. 

The  Laboratory  Service  operates  an  im- 
provement program  for  other  public  and  private 
laboratories  in  the  state,  which  includes  certifi- 
cation and  proficiency  testing,  training,  consul- 
tative and  inspectional  service  as  required  by 
statute  or  interstate  agreements,  as  well  as  a 
limited  voluntary  laboratory  consultation  and 
training  program. 

In  view  of  the  rapid  changes  occurring  in 
the  delivery  of  personal  health  services  in  the 
United  States,  some  fundamental  changes  are 


indicated  for  the  Laboratory  Service.  Up  to  the 
present  time,  public  health  laboratories  have 
operated,  for  the  most  part,  as  service  facilities, 
accepting  and  inviting  a wide  variety  of  speci- 
mens, which,  to  protect  the  public  health,  were 
examined  and  results  duly  reported.  Conscien- 
tiously over  the  years  the  list  of  services  has 
grown,  often  stretching  available  resources. 
Economic  and  social  pressures  now  demand 
that  the  public  health  laboratory  evolve  in  new 
directions:  reference  work,  quality  control,  ex- 
tension training,  and  surveillance. 

This  will  require  a new  perspective  on  the 
role  of  the  laboratory  in  the  community.  It  will 
also  require  flexibility  in  setting  new  priorities 
and  reordering  existing  priorities  by  eliminat- 
ing outdated  technology,  phasing  out  entire  ser- 
vices which  no  longer  make  sufficient  contribu- 
tions, and  reinvesting  these  resources  into  more 
cost  efficient  areas. 

Heavy  past  activities,  such  as  Group  A Beta 
Streptococcal  diagnostic  testing,  will  be  turned 
over  to  the  private  sector  as  the  Laboratory  Ser- 
vice of  the  Oklahoma  State  Department  of 
Health  attempts  to  break  new  ground. 


Diseases  of 
Low  Frequency 

Total  to  Date 
This  Year 

ACQUIRED 

IMMUNE 

DEFICIENCY 

SYNDROME 

2 

BRUCELLOSIS 

2 

LEGIONNAIRES 

DISEASE 

9 

MALARIA 

3 

REYE 

SYNDROME 

12 

TOXIC  SHOCK 
SYNDROME 

6 

RABIES 

BECKHAM 

SKUNK  1 

CADDO 

CAT  1 

GARVIN 

COW  1 

GRADY 

SKUNK  2 

KIOWA 

COW  1 

OKFUSKEE 

SKUNK  1 

WAGONER 

SKUNK  2 

DISEASE 

May 

TOTAL  TO  DATE 

1984 

This  Year 

Last  Year 

5 Yr.  Avg. 

AMEBIASIS 

0 

6 

4 

7 

CAMPYLOBACTER  INFECTIONS 

11 

56 

53 

— 

ENCEPHALITIS,  INFECTIOUS 

1 

6 

9 

10 

GIARDIA  INFECTIONS 

13 

68 

61 

— 

GONORRHEA  (Use  ODH  Form  228) 

1131 

5129 

6374 

5900 

HAEMOPHILUS  INFLUENZAE 
INVASIVE  DISEASE 

19 

90 

65 



HEPATITIS  A 

27 

167 

187 

160 

HEPATITIS  B 

21 

130 

113 

84 

HEPATITIS.  NON-A  NON-B 

6 

17 

19 

— 

HEPATITIS  UNSPECIFIED 

6 

43 

86 

78 

MEASLES  (RUBEOLA) 

1 

6 

1 

122 

MENINGITIS,  ASEPTIC 

2 

16 

49 

28 

MENINGITIS,  BACTERIAL 
(non-meningococcal. 
non  H.  Influenzae) 

6 

20 

39 

25 

MENINGOCOCCAL  INFECTIONS 

6 

21 

19 

17 

PERTUSSIS 

78 

192 

34 

14 

RABIES  (Animal) 

9 

53 

60 

93 

ROCKY  MOUNTAIN 
SPOTTED  FEVER 

19 

20 

31 

24 

RUBELLA 

0 

0 

0 

2 

SALMONELLA  INFECTIONS 

29 

119 

161 

100 

SHIGELLA  INFECTIONS 

18 

54 

73 

81 

SYPHILIS  (Use  ODH  Form  228) 

11 

78 

113 

71 

TETANUS 

0 

0 

0 

0 

TUBERCULOSIS 

27 

94 

125 

127 

TULAREMIA 

0 

1 

6 

4 

TYPHOID  FEVER 

0 

1 

1 

0 
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COLLECTION 

SPECIALISTS 


CALL 

TULSA 

ADJUSTMENT 
BURE  A U,  INC. 


1754  Utica  Square  TULSA,  OKLAHOMA 
(918)  749-1481 

Toll  Free  in  Oklahoma 
1-800-722-2703 


Journal  / August  1984  / Volume  77 


299 


PRACTICE  MANAGEMENT  BOOKS 


FROM  MEDICAL-LEGAL  SEMINARS  AND  ED  KELSAY 


Five  Seminar  Textbooks  Available  For  Direct  Purchase  . . . 


MEDICAL  OFFICE  MANAGEMENT:  19  chapters,  including  . . . 

Physician-Patient  Relationship,  Patient  Information,  Consent  for  Medical  Care,  Mental 
Incompetency,  Child  of  a Divorced  Couple,  Medical  Records,  Medical  Record  Preser- 
vation, Office  Record  Preservation,  Billing  and  Collections,  Insurance,  Truth  in  Lend- 
ing, Fair  Debt  Collection  Practices  Act,  Practice  Management  Consultants,  etc. 

BUILDING  YOUR  PRACTICE:  9 chapters,  including  . . . 

Practice  Building  Approaches,  A Word  About  Advertising,  The  Patient  Comes  First, 
Keep  ’em  Coming  (Back),  Gaining  New  Patients,  Doctor  Referrals,  Expanding  Ser- 
vices, Your  Staff:  Your  Ambassadors,  etc. 

COMPUTERS  IN  OFFICE  PRACTICE:  9 chapters,  including  . . . 

Computer  Jargon,  Data  Processing  Terms,  The  Five  W’s  of  the  Computer,  The  Use 
of  an  Independent  Consultant,  Computer  Service  Bureaus,  Here’s  What  It  Can  Do 
For  You,  Computerizing  Your  Office,  What  to  Watch  (Out)  For,  Costand  Financing,  etc. 

LAW  FOR  THE  MEDICAL  OFFICE:  A 55-page  book  covering  . . . 

The  Doctor-Patient  Relationship,  Consent  for  Medical  Care,  Medical  Records,  Occu- 
pational Health  and  Safety  Act,  Privacy  Act,  Freedom  of  Information  Act,  Death 
Certificates  and  Dead  Bodies,  Employee  Record  Keeping,  Performance  Evaluation, 
Jury  Duty,  Equal  Credit  Opportunity  Act,  Truth  in  Lending  Act,  Credit  Reporting  Agen- 
cies, Fair  Debt  Collection  Practices  Act,  etc. 

. . . Designed  to  be  a reference  manual  about  the  law  for  medical  offices. 

TELEPHONE  COLLECTING:  9 chapters  including  . . . 

Your  Financial  Policy,  A Collection  Time  Table,  Legal  Considerations  in  Collection, 
Telephone  Collecting  Techniques,  “What  to  say  when  the  patient  says  . . .”,  etc. 


Price:  $10  each/2  or  more,  $7.50  each/NO  postage  or  handling  charge. 


TO  ORDER  . . . Call  or  Write: 


Ed  Kelsay  & Associates 
Suite  109 

5131  Classen  Boulevard 
Oklahoma  City,  OK  73118 
(405)  848-2342 
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Members  named  to  Hospital  Medical  Staffs  Council 


The  Oklahoma  State  Medical  Association 
Council  on  Hospital  Medical  Staffs,  approved 
by  the  OSMA  House  of  Delegates  in  May,  has 
been  organized,  and  council  appointments  have 
been  announced.  The  new  council  will  act  as 
liaison  between  the  OSMA  and  hospital  medical 
staffs  across  the  state. 

Orange  M.  Welborn,  MD,  Ada,  will  serve 
as  chairman  for  1984-85.  His  vice-chairman, 
representing  Baptist  Medical  Center  in  Ok- 
lahoma City,  is  William  O.  Coleman,  MD. 

Other  council  members  from  Oklahoma 
City  are  Kenneth  Whittington,  MD,  Deaconess 
Hospital;  Jay  P.  Cannon,  MD,  Oklahoma 
Memorial  Hospital;  William  F.  Barnes,  MD, 
Presbyterian  Hospital;  Mark  R.  Johnson,  MD, 
Rehabilitation  Institute  of  Oklahoma;  Gary  W. 
Rahe,  MD,  St  Anthony  Hospital;  Nick  Knutson, 
MD,  South  Community  Hospital;  and  Charles 
E.  Smith,  MD,  Veterans  Administration  Hospi- 
tal. 

Members  appointed  from  Tulsa  are  Harlan 
Thomas,  MD,  Doctors  Medical  Center;  Homer 
D.  Hardy,  Jr,  MD,  Hillcrest  Medical  Center; 
Gerald  E.  Gustafson,  MD,  St  Francis  Hospital; 
and  Boyd  Whitlock,  MD,  St  John  Medical 
Center. 
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Representing  Enid  hospitals  are  Terry  M. 
Lewis,  MD,  Bass  Memorial  Baptist  Hospital 
and  Jerome  M.  Dilling,  Jr,  MD,  St  Mary’s  Hos- 
pital. 

Other  hospitals  in  Oklahoma  are  rep- 
resented by  J.  K.  Falsarella,  MD,  Valley  View 
Hospital,  Ada;  A.  Craig  Robertson,  MD, 
Anadarko  Municipal  Hospital,  Anadarko; 
Robert  J.  Weedn,  MD,  Duncan  Regional  Hospi- 
tal, Duncan;  Robert  L.  Anderson,  MD,  Cushing 
Regional  Hospital,  Cushing;  John  R.  Perkins, 
MD,  Community  Hospital,  Elk  City;  Julius  A. 
Lacroix,  Jr,  MD,  Choctaw  Memorial  Hospital, 
Hugo;  and  William  B.  Dawson,  Jr,  MD,  Mus- 
kogee General  Hospital,  Muskogee. 

From  other  hospitals  are  Robert  C.  Bowman, 
MD,  Nowata  Hospital,  Nowata;  Michael  R.  Tal- 
ley, MD,  Okeene  Municipal  Hospital,  Okeene; 
Michael  E.  Sandlin,  MD,  Okmulgee  Memorial 
Hospital,  Okmulgee;  and  John  L.  Smith,  MD, 
St  Joseph  Medical  Center,  Ponca  City. 

Additional  appointees  are  Harold  S.  Krueger, 
MD,  Willow  View  Hospital,  Spencer;  Leo 
Meece,  MD,  Woodward  Memorial  Hospital, 
Woodward;  and  David  VanHooser,  MD, 
member-at-large,  Edmond. 

□ 
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ACSH  rates  magazines  on  nutrition  advice  to  public 


Readers  who  are  looking  for  accurate  nutrition 
information  in  magazines  can  obtain  some  guid- 
ance from  a new  survey  by  the  American  Coun- 
cil on  Science  and  Health  (ACSH),  published 
in  the  ACSH  News  & Views. 

“In  our  survey  of  30  popular  magazines,  we 
found  nine  which  publish  information  about 
nutrition  often  and  have  high  accuracy  ratings. 
If  you’re  looking  for  magazines  that  will  regu- 
larly give  you  good  nutrition  advice,  these  are 
your  best  bets,”  says  ACSH  Research  Associate 
Dr  Densie  Hatfield. 

The  nine  magazines  are  Good  Housekeep- 
ing, Self,  Health,  Essence,  Glamour,  Vogue, 
American  Health,  Mademoiselle,  and  Consum- 
ers’ Research. 

Eleven  other  magazines,  which  publish  ar- 
ticles on  nutrition  less  frequently,  also  earned 
high  ratings  in  the  ACSH  survey.  They  are  Bet- 
ter Homes  and  Gardens,  Changing  Times,  50 
Plus,  Parents,  Reader’s  Digest,  Redbook,  Sci- 
ence ’82-83,  Scientific  American,  Seventeen, 
Consumer  Reports,  and  Consumers’  Digest. 

“Unfortunately,  not  all  of  the  news  from 


our  survey  is  good,”  reports  ACSH  Executive 
Director  Dr  Elizabeth  M.  Whelan.  “We  found 
five  magazines  that  publish  substantial  num- 
bers of  articles  about  nutrition,  with  less  than 
half  of  them  scientifically  accurate.  Two  of 
these,  Let’s  Live  and  Prevention,  specifically 
identify  themselves  as  health-oriented.  We 
think  that  publications  of  this  type  carry  a 
heavy  responsibility  to  the  readers  who  depend 
on  them  for  correct  health  information.  So  we 
were  particularly  disappointed  with  these 
magazines.” 

The  five  magazines  that  received  low  accu- 
racy ratings  in  the  ACSH  survey  were  Harper’s 
Bazaar,  Let’s  Live,  Prevention,  Saturday  Eve- 
ning Post,  and  Cosmopolitan. 

Dr  Hatfield  adds,  “We  still  caution  readers, 
as  we  did  two  years  ago,  that  it’s  important  to 
be  aware  that  not  everything  you  read  in  print 
is  correct.  Be  selective  about  what  nutrition  ad- 
vice you  accept.  If  a diet  plan  and  its  promised 
results  sound  too  good  to  be  true,  chances  are 
that  is  exactly  the  case.” 

n 


Report  links  acne  drug  to  fatal  birth  defects 


A warning  that  a drug  used  for  severe  acne  can 
cause  birth  defects  in  infants  appears  in  a recent 
Journal  of  the  American  Medical  Association 
(JAMA). 

A researcher  from  the  University  of  Miami 
School  of  Medicine  reports  on  two  infants  born 
with  a series  of  anomalies,  including  hydro- 
cephalus, malformed  ears,  small  mouth,  and 
cleft  palate.  Both  mothers  had  taken  isotreti- 
noin (Accutane)  in  the  first  trimester  of  preg- 
nancy, says  Paul  J.  Benke,  MD,  PhD.  Neither 
child  survived. 

“Accumulating  experience  suggests  that 
isotretinoin  is  one  of  the  most  severe  teratogens 
seen  to  date,”  Benke  says.  “Large  amounts  of 
isotretinoin  ingestion  by  the  mother  are  not  re- 
quired for  the  appearance  of  dramatic  and  de- 
vastating features  in  the  newborn.” 

Isotretinoin  is  a retinoic  (vitamin  A)  acid 
that  inhibits  the  production  of  sebaceous  gland 
lipid,  and  it  is  very  effective  in  severe  nodular 
and  cystic  acne  of  the  type  that  causes  marked 
scarring.  Among  other  actions,  the  drug  reduces 
the  size  of  the  sebaceous  gland.  It  has  been  mar- 
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keted  in  the  United  States  since  September 
1982. 

“Most  likely,  isotretinoin  will  be  reserved 
for  patients  with  severe  cystic  acne  who  are 
unresponsive  to  conventional  therapy,  includ- 
ing systemic  antibiotics,  because  of  its  potential 
for  severe  side  effects,”  according  to  the  current 
edition  of  the  AMA  Drug  Evaluations. 

Researcher  Benke  observes  that  the 
teratogenicity  of  isotretinoin  was  well  known 
as  a result  of  animal  studies  and  that  some 
reports  of  spontaneous  abortions  and  birth 
anomalies  have  been  reported.  As  a result,  the 
drug  has  been  listed  as  a severe  hazard  during 
pregnancy  by  the  Food  and  Drug  Administra- 
tion. 

“The  effects  of  isotretinoin  teratogenicity 
have  not  been  presented  in  detail,”  he  says. 
“This  report  describes  two  infants  with  central 
nervous  system,  ear,  and  facial  malformations, 
born  after  maternal  ingestion  of  isotretinoin 
during  early  pregnancy.  These  features  were 
distinct  and  constitute  a recognizable  syndrome 
in  infants  so  exposed.”  □ 
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“We  Serve  the  OSMA  — Everyday!” 

Meet  the  personal  service  specialists  of  C.L.  Frates  and  Company  — a “Team”  of 
OSMA  friends  whose  exclusive  mission  is  to  help  your  association’s  members  develop 
or  perfect  their  insurance  portfolios. 

They  are  Janie  Staats,  Elizabeth  Young,  Robert  McKiddy,  Harold  Wardlow  and  Dewitt 
Vann  — their  charge  is  to  market  the  Oklahoma  State  Medical  Association’s  endorsed 
group  insurance  programs,  such  as  disability  income,  office  overhead  expense  and  other 
essential  coverages,  and  to  service  the  growing  number  of  state  physicians  who  are 
buying  PLICO’s  hallmark  health  insurance  programs. 

Beyond  these  specific  coverages,  the  help  you  can  expect  from  our  people  is  global, 
because  Janie’s  group  is  backed  up  by  the  expertise  of  80  other  C.L.  Frates  profes- 
sionals — and  by  a 54-year-old  agency  system  which  attaches  to  each  sales  contract 
a neighborly  commitment  to  fine  service. 

You’ll  like  Janie’s  team.  They  know  their  business  and  go  about  it  with  a polite,  low- 
key  professionalism  befitting  the  clientele  they  serve. 

You  are  just  a phone  call  away  from  an  appointment  with  a friend  of  the  OSMA 
who  will  be  sensitive  to  your  needs  and  respectful  of  your  time. 

C.L.  FRATES  AND  COMPANY 

Insurance  Counselors  to  the  OSMA 
Box  18839  • Oklahoma  City,  OK  73154  • 405/848-7661 
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Oral  charcoal  valuable  in  drug  overdose  treatment 


According  to  two  reports  in  the  Journal  of  the 
American  Medical  Association  ( JAMA),  oral  ac- 
tivated charcoal  is  an  effective  treatment  for 
drug  overdose. 

The  first  report,  by  Peter  Gal,  PharmD,  and 
colleagues  at  the  University  of  North  Carolina 
at  Chapel  Hill,  describes  the  use  of  oral  acti- 
vated charcoal  to  treat  a 23-year-old  woman 
who  had  ingested  20  tablets  each  of  terbutaline 
sulfate  and  theophylline  (Theo-Dur).  The  serum 
theophylline  half-life  fell  significantly  after  ad- 
ministration of  oral  activated  charcoal,  50  g, 
every  six  hours. 

The  researchers  conclude,  “While  hemoper- 
fusion  using  charcoal  or  resin  appears  to  be  the 
most  efficient  method  for  removing  theophyl- 
line, oral  activated  charcoal  is  less  expensive, 
more  widely  accessible,  and  probably  safer.” 
They  add  that  not  only  has  it  been  reported  to 
absorb  drugs,  but  it  also  appears  to  promote 
drug  elimination,  thereby  shortening  the  dura- 
tion of  toxic  symptoms. 

The  second  report  describes  a study  by 
Susan  M.  Pond,  MBBS,  and  colleagues,  of  the 
University  of  California,  San  Francisco,  on  the 
effectiveness  of  repeated  oral  doses  of  activated 
charcoal  in  treating  phenobarbital  overdose. 
They  found  that  while  the  charcoal  therapy  sig- 
nificantly increased  elimination  of  phenobarbi- 
tal, it  had  no  clear  effect  on  the  patients’  clinical 
course. 

All  ten  patients  in  this  study  were  comatose 
and  all  received  an  initial  dose  of  activated 
charcoal  and  cathartic.  Five  were  given  re- 


peated doses  of  17  g of  activated  charcoal  in  70 
mL  of  70%  sorbitol  every  four  hours.  All  pa- 
tients in  both  groups  received  supportive  care 
in  the  intensive  care  unit,  including  mechanical 
ventilation  and  administration  of  fluids. 

The  length  of  time  that  patients  in  the  two 
groups  required  mechanical  ventilation  did  not 
differ  significantly,  and  the  single-dose  group 
met  criteria  for  extubation  with  higher  serum 
phenobarbital  concentrations  than  the  re- 
peated-dose group,  the  researchers  say.  Based 
on  the  results  of  this  small  randomized  trial,  it 
appears  that  repeated  doses  of  oral  activated 
charcoal  might  significantly  reduce  phenobar- 
bital half-life  but  do  not  significantly  hasten 
the  patient’s  recovery  from  an  overdose  of 
phenobarbital.  □ 


Mayonnaise  not  the  culprit 
in  picnic  food  poisoning 

Many  people  are  uneasy  about  eating  chicken 
salad,  potato  salad,  and  similar  dishes  at  sum- 
mer picnics  because  they  have  heard  that  foods 
made  with  mayonnaise  are  the  most  likely  to 
cause  food  poisoning. 

However,  according  to  the  American  Coun- 
cil on  Science  and  Health  (ACSH),  scientists 
have  shown  that  adding  mayonnaise  to  a food 
does  not  make  it  more  dangerous.  Foods  con- 
taining mayonnaise  may  actually  be  slightly 
safer  than  similar  foods  without  mayonnaise 


GETTING  AHEAD?  OR  JUST  KEEPING  UP? 

We  can  help  your  practice  run  better! 


• PRACTICE  ANALYSIS 

— Results  Orientation 

• STARTING  PRACTICE 

— Systems  Initiation 

• COMPUTERIZING 

— Appraisal  and  Selection 


• STAFF  TRAINING 

— Management  Directed 

• IN-OFFICE  WORKSHOPS 

— Practical  Focus 


Contact  us:  MEDICAL  DENTAL  MANAGEMENT  ASSOCIATES,  INC. 

P.O.  Box  77027,  Oklahoma  City,  OK  73177,  1-405-752-0087 
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Mayonnaise  (continued) 


because  the  acid  in  the  mayonnaise  slows  the 
growth  of  the  bacteria  that  cause  food  poison- 
ing. Mixed  foods,  like  chicken  salad,  probably 
got  their  bad  reputation  simply  because  they 
undergo  a lot  of  handling  during  preparation, 
and  this  can  contaminate  them  with  bacteria. 

To  prevent  bacterial  food  poisoning,  the 
basic  rule  is  to  keep  hot  foods  hot  and  cold  foods 
cold.  Perishable  foods  (with  or  without  mayon- 
naise) may  not  be  safe  to  eat  if  they  have  been 
held  at  temperatures  of  60°  F or  higher  for  more 
than  three  or  four  hours. 


If  you’re  carrying  hamburger  or  other  raw 
meat  for  a cookout,  it  should  be  put  in  a cooler, 
but  kept  separate  from  other  foods.  Uncooked 
meats  contain  relatively  large  numbers  of  bac- 
teria, some  of  which  could  be  harmful.  The  com- 
mon food  poisoning  types  are  sensitive  to  heat, 
so  cooking  will  kill  them,  making  the  meat  safe 
to  eat.  These  bacteria  can  cause  problems,  how- 
ever, if  they  contaminate  other  foods,  such  as 
salads,  that  don’t  receive  further  cooking  before 
they  are  eaten.  □ 


Drug  combination  prevents  postsurgical  thrombosis 


Researchers  participating  in  a multicenter  trial 
have  determined  that  one  drug  combination  is 
especially  effective  in  preventing  deep  vein 
thrombosis  (DVT)  in  patients  undergoing  elec- 
tive surgery.  Their  findings  are  reported  in  the 
Journal  of  the  American  Medical  Association 
(JAMA). 

According  to  the  principal  investigator,  Ar- 
thur A.  Sasahara,  MD,  of  the  Veterans  Admin- 
istration Medical  Centers  in  West  Roxbury  and 
Brockton,  Mass,  and  colleagues  from  15  other 
centers,  the  risk  of  DVT  of  the  lower  extremities 
is  relatively  high  for  patients  aged  40  years  or 
older  who  undergo  major  surgery.  The  death 
rate  for  this  group  from  postsurgical  pulmonary 
embolism  is  nearly  0.1%;  it  is  about  0.2%  for 
all  patients  undergoing  surgery.  Pulmonary 
embolism  from  DVTs  accounts  for  150,000 
deaths  each  year  in  the  United  States,  the  re- 
searchers say. 

To  test  the  effectiveness  of  various  drug 
doses  in  preventing  DVT,  the  study  included 
880  patients,  all  aged  40  years  and  older,  who 
were  randomized  into  five  treatment  groups  in- 
cluding four  receiving  varying  amounts  of  di- 
hydroergotamine  mesylate  and/or  heparin 
sodium  and  one  group  receiving  placebo.  Treat- 
ment was  started  two  hours  before  surgery  and 
continued  twice  daily  for  five  to  seven  days. 
Rates  of  DVT  ranged  from  9.4%  to  24.4%  with 
the  placebo.  The  drug  combination  of  dihydro- 
ergotamine  mesylate,  0.5  mg,  plus  heparin 
sodium,  5,000  IU,  was  shown  to  be  significantly 
superior  to  other  treatments. 

The  researchers  note  that  although  the  ad- 


ministration of  heparin  sodium  has  been  shown 
to  be  effective  in  preventing  DVT,  the  fear  of 
causing  increased  bleeding  has  discouraged  its 
widespread  use.  More  recent  clinical  trials  have 
shown  that  heparin  in  combination  with  di- 
hydroergotamine  mesylate  (which  tends  to  con- 
strict certain  blood  vessels)  is  more  effective 
than  the  same  dose  of  heparin  alone. 

In  this  multicenter  trial,  adverse  drug  ex- 
periences did  not  differ  significantly  between 
groups,  and  the  researchers  report  a low  inci- 
dence of  bleeding  or  hematoma. 

There  was  one  death  that  may  have  been 
drug  related,  they  say,  which  demonstrates  the 
need  for  terminating  administration  of  dihydro- 
ergotamine  in  any  patient  who  experiences  sep- 
sis, low  blood  pressure,  or  heart  attack. 

In  a related  editorial,  Jack  Hirsh,  MD,  of 
McMaster  University  in  Hamilton,  Ontario, 
says  that  primary  prophylaxis,  as  used  in  this 
study,  is  more  effective  and  less  expensive  than 
early  detection  and  treatment  of  subclinical 
venous  thrombosis. 

He  adds,  “This  large  well-conducted  study 
provides  the  clinician  with  useful  information. 
It  demonstrates  once  again  that  low-dose  hepa- 
rin does  not  produce  clinically  significant  bleed- 
ing when  this  complication  is  assessed  using  a 
double-blind  trial  design.” 

Hirsh  says  heparin  is  contraindicated  in 
some  types  of  surgery  and  that  new  forms  of 
the  drug,  as  well  as  other  therapies,  are  being 
tested  to  determine  the  safest  prophylaxis  for 
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Sparks  fly  over  smoking  article  . . . 


Re:  “A  One-Year  Follow-up  Study  of  the  Damon 
Group  Hypnosis  Smoking  Cessation  Program” 

The  above  article  appeared  in  your  December, 
1983  edition  of  the  Journal.  On  behalf  of  the 
Damon  and  Grace  Corporation,  I would  like  to 
request  that  you  publish  the  following  rebuttal 
to  this  article. 

The  stated  purpose  of  the  study  was  to  show 
that  the  success  rates  of  various  smoking  cessa- 
tion programs  have  been  inaccurately  reported. 
To  quote  from  the  article:  “The  following  signif- 
icant data  are  not  uniformly  presented: 

— The  percentage  of  subjects  not  complet- 
ing the  program  and  measures  of  their  be- 
havior; 

— The  percentage  of  subjects  not  reached 
for  follow-up  data.  Often  if  reported,  they  were 
excluded  when  determination  of  success  rates 
is  made; 


— The  length  of  time  of  follow-up  (varies 
from  three  months  to  one  year).” 

In  spite  of  what  was  stated  above  as  to  the 
purpose  of  the  article,  in  fact,  the  points  cited 
above  were  not  treated  reasonably  or  were  com- 
pletely ignored. 

The  first  point,  “not  completing  the  pro- 
gram,” is  totally  ignored  in  the  computation  of 
precentages.  How  many  of  the  “successes”  at- 
tended more  than  one  session  or  used  the  cas- 
sette tape  as  a method  of  reinforcement?  How 
many  of  the  reported  failures  participated  or 
attended  more  than  one  session  conducted  by 
Damon  or  used  the  cassette  tape  method  of  rein- 
forcement? It  is  the  practice  of  Damon  to  em- 
phatically state  to  all  participants  in  a group 
hypnosis  session  that  repetition  of  the  proce- 
dure is  very  helpful.  Nowhere  in  the  article  is 
this  reflected. 

The  second  point  (actually  the  basis  of  the 
entire  study)  is  treated  in  such  a fashion  that 


But  authors  stand  behind  their  findings 


Re:  Letter  from  D.  D.  Dudley  in  response  to  “A 
One- Year  Follow-Up  Study  of  the  Damon  Group 
Hypnosis  Smoking  Cessation  Program.”  Pub- 
lished in  Volume  76,  No.  12,  December,  1983. 

In  an  attempt  to  answer  any  questions  resulting 
from  Mr  Dudley’s  letter,  we  would  appreciate 
it  if  you  would  publish  the  following: 

The  purpose  of  our  article,  as  found  in  the 
abstract  and  repeated  later  in  the  article,  was 
to  report  the  results  of  a large  group  smoking 
cessation  program  following  standard 
guidelines.  We  were  evaluating  participants 
who  completed  a single  group  hypnosis  effect. 

A total  of  783  people  completed  the  mini- 
mal requirement  of  the  hypnosis  program:  pay- 
ing a $25.00  fee,  attending  and  completing  the 
one  session.  As  mentioned  in  our  article,  cas- 
sette tapes  were  available  at  an  additional  cost 
and  could  have  been  used  by  the  participants 
for  post-treatment  reinforcement  (p  415,  second 
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column).  No  measurement  of  participants’  use 
of  this  service  was  made.  Owens  and  Samaras 
(1981)  found  that  only  14  quitters  out  of  129 
(11%)  used  the  cassette  tape  as  a booster  in 
their  evaluation  of  a similar  program.  Particip- 
ants also  could  have  attended  more  than  one 
session  for  additional  reinforcement.  We  found 
that  those  attending  more  than  one  session 
were  significantly  less  likely  to  be  abstinent  at 
the  one  year  follow-up  period. 

Let’s  turn  to  Mr  Dudley’s  methodological 
concern  about  including  nonrespondents  as 
program  failures.  In  Smoking  and  Health:  A 
Report  of  the  Surgeon  General  (USDHEW, 
1979),  much  discussion  is  given  to  the  com- 
prehensiveness of  follow-up.  Based  upon  the  re- 
view of  over  100  smoking  cessation  programs 
(Bernstein,  1969;  Schwartz,  1969),  the  Surgeon 
General  states:  “Follow-up  results  based  only 
on  participants  who  respond  or  who  are  readily 
available  are  especially  suspect”  (USDHEW, 
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it  offends  any  modicum  of  common  sense.  To 
quote  from  this  article,  “It  is  imperative  that 
valid  quit  rates  include  non-respondents  as  fail- 
ures.” Why  is  this  necessary?  Writers  of  the 
article  cite  two  authorities  for  their  position. 
However,  upon  close  examination  of  their  refer- 
ences, it  is  determined  that  one  of  their  refer- 
ences is  in  fact  the  author  of  the  very  article  in 
question.  It  seems  that  any  interpretation  of 
the  data  would  require  that  non-respondents 
be  merely  reported  as  such  without  including 
them  in  either  the  failure  or  success  category. 
There  could  be  several  different  reasons  for 
their  not  responding  to  the  questionnaires  and 
telephone  follow-up.  It  is  very  prejudicial  to 
Damon  and  Grace  and  poor  methodology  to  in- 
clude non-respondents  in  either  the  success  or 
failure  categories. 

Further,  the  authors  of  this  study  do  not 
indicate  what  questions  were  asked,  whether 
answered  by  questionnaire  or  telephone,  nor 
how  they  were  asked.  It  is  well  known  that  the 
method  in  which  a question  is  asked  can  often 
solicit  the  desired  response.  The  category  of  oc- 
casional smoker  is  not  clearly  defined.  The  data 
presented  in  Table  2 of  the  article  lists  four 
categories  of  responses.  Only  one  category  is  a 
regular  smoker.  The  other  categories  are  as  fol- 
lows: 


1.  Ex-smoker  Since  Treatment; 

2.  Smoked  Regularly  but  now  Ex-smoker; 

3.  Smoked  Occasionally  Since  Treatment. 

The  total  number  of  responses  in  these 

three  categories  was  157.  If  one  were  to  define 
success  as  reduction  in  smoking  although  not 
complete  cessation,  then  the  success  percentage 
reported  in  the  article  would  be  significantly 
higher.  This  added  to  the  total  number  of  re- 
sponses would  show  a success  rate  of  approxi- 
mately 26  percent.  Further,  there  is  no  explana- 
tion as  to  what  amounts  to  a regular  smoker. 
Is  this  defined  as  a person  who  smokes  three 
cigarettes  per  day  or  three  packs  per  day?  The 
fact  that  the  person  is  a regular  smoker  and 
went  back  to  smoking  could  have  been  for 
numerous  and/or  different  reasons.  There  is  no 
indication  in  the  article  as  to  whether  the  people 
who  did  the  questioning  in  the  program  or  the 
questionnaire  explored  the  possibility  that  a 
person  who  returned  to  smoking  did  so  because 
of  a personal  reason  or  because  of  shortcomings 
in  the  hypnosis  program.  In  order  to  gauge  the 
effectiveness  of  any  program,  these  questions 
need  to  be  asked. 

Damon  and  Grace  believe  that  the  attitude 
of  the  report  and  purpose  of  the  report  is  to 
show  that  other  studies  are  inaccurate.  The  ar- 
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1979,  p 19-8).  Very  basic  epidemiologic 
methodology  asserts  that  nonrespondents  be 
counted  as  program  failures  (McMahon  and 
Pugh,  1970,  p 218-219;  Friedman  et  al,  1983,  p 
162-163). 

It  was  quite  apparent  from  our  report  that 
individuals  who  responded  to  the  last  attempt 
to  collect  data  were  more  likely  to  be  smokers 
from  those  who  responded  to  early  attempts  to 
collect  the  data  (x2  df  (1)  = 24.09,  p < .001). 
Our  report  demonstrated  what  other  re- 
searchers have  found  regarding  the  reluctance 
of  smokers  to  return  survey  materials 
(Berglund,  1969;  Noll,  1969;  Oakes,  Friedman, 
and  Seltzer,  1973;  Seltzer,  Bosse,  and  Garvey, 
1975;  Evans  and  Lane,  1980;  Wagner,  Note  1). 

In  1974  the  National  Interagency  Council 
on  Smoking  and  Health  published  guidelines 
for  evaluating  the  effectiveness  of  smoking  ces- 
sation programs.  Those  guidelines  state:  “Per- 
sons who  cannot  be  reached  for  follow-up  should 
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be  counted  as  failures  ( smokers)  rather  than  as- 
suming that  those  who  respond  are  representa- 
tive of  the  total  study  population”  (NICSH, 
1974,  p 16).  As  a consequence  of  that  report  the 
National  Center  for  Health  Education  in  col- 
laborating with  six  other  major  organizations 
involved  with  smoking  cessation  developed  a 
Code  of  Practice  and  Standards  to  evaluate  quit 
smoking  programs  (ALA,  Note  2).  The  organi- 
zations involved  include  the  American  Cancer 
Society,  American  Health  Foundation,  Amer- 
ican Heart  Association,  American  Lung  Associ- 
ation, Five-Day  Plan  to  Stop  Smoking,  and 
SmokEnders.  Their  guidelines  state:  “It  is  es- 
sential to  reach  as  many  in-term  quitters  as 
possible.  Those  not  reached  must  be  counted  as 
smokers,  an  assumption  amply  warranted  by 
the  experience  of  numerous  studies”  (Note  2,  p 
4). 

Our  article  clearly  stated  that  346  partici- 
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307 


Sparks  (continued)  _ — 

tide  even  cites  these  studies  by  name,  and  yet 
the  headline  loudly  proclaims  “The  Damon 
Group  Hypnosis  Smoking  Cessation  Program” 
which  is  highly  prejudicial  to  Damon  and  Grace. 
Damon  and  Grace  would  like  to  point  out  the 
study  was  conducted  without  either  their  con- 
sent or  input.  No  attempt  was  made  on  the  part 
of  the  authors  to  understand  the  principles  in- 
volved in  the  Damon  and  Grace  Program  and 
the  inquiries  made  by  questionnaire  and  tele- 
phone may  have  been  very  misleading.  If  the 
issue  in  this  matter  is  really  the  bias  of  success 
rates,  where  is  the  study  on  other  cessation 
methods,  including  the  authors?  This  study 
only  serves  to  cloud  the  issue  of  statistics  used 
in  arriving  at  success  and  failure  rates  in  smok- 
ing cessation  programs  even  more  than  it  is  at 
present.  Also,  it  is  prejudicial  to  the  Damon  and 
Grace  Smoking  Cessation  Program. 

Yours  very  truly, 
D.  Dennis  Dudley,  PC 
Lansing,  Michigan 


Authors  (continued)  ^ ________ 

pants  responded  by  mail  and  that  an  additional 
246  participants  responded  to  the  phone  survey. 

In  our  study  there  were  five  questionnaire 
items  that  dealt  directly  with  the  amount  of 
cigarettes  smoked  daily,  length  of  time  smoked 
since  treatment,  and  participants’  classification 
of  their  smoking  behavior.  These  five  items 
were  used  to  decrease  internal  validity  threats. 
A regular  smoker  is  defined  as  a person  who 
smokes  at  least  one  cigarette/day  or  seven 
cigarettes/week.  An  ex-smoker  is  defined  as  a 
person  who  formerly  smoked  cigarettes  regu- 
larly but  who  has  not  smoked  since  treatment. 
An  occasional  smoker  is  defined  as  a person 
who  smokes  occasionally  (less  than  one 
cigarette/day  or  seven  cigarettes/week).  These 
definitions  are  consistent  with  the  recom- 
mended guidelines  from  the  National  Inter- 
agency Council  on  Smoking  and  Health  ( 1974). 

Phone  volunteers  were  trained  to  gather 
data  from  nonrespondents.  In  an  attempt  to 
minimize  the  amount  of  time  involved,  partici- 
pants reached  via  the  phone  were  asked  to  de- 
scribe their  smoking  behavior  as  one  of  the  fol- 
lowing: 
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1 — smokes  regularly  since  the  hypnosis 
session 

2 — smoked  regularly  for  some  period,  but 
I do  not  smoke  now 

3 — I have  smoked  occasionally  since  the 
hypnosis  session 

4 — I have  not  smoked  at  all  since  the 
hypnosis  session 

The  use  of  any  other  measure  of  success, 
aside  from  complete  abstinence  for  one  year, 
is  highly  suspect.  The  Surgeon  General 
(USDHEW,  1979)  relates  that  the  primary 
evaluation  of  treatment  be  based  on  the  results 
of  complete  abstinence  from  the  cigarette  habit. 
This  is  recommended  in  view  of  the  following 
facts: 

First,  the  goal  of  most  cigarette  smokers 
seeking  help  to  quit  is  abstinence  (Bernstein, 
1969,  1970;  Bradshaw,  1973;  Hunt  and  Bes- 
palec,  1974;  Lichtenstein  and  Danaher,  1976). 

Second,  most  smokers  who  fail  to  remain 
abstinent  eventually  return  to  baseline  smok- 
ing rates  (Bernstein,  1969;  Bernstein  and 
McAlister,  1976;  Hunt  and  Bespalec,  1974; 
Lynch,  1963,  Mcfall  and  Hammen,  1971;  Ham- 
mond and  Garfmkel,  Note  3). 

Third,  the  analysis  of  data  on  number  of 
cigarettes  smoked  can  yield  statistically  signif- 
icant results  with  little  abstinence  in  the  treat- 
ment group  (Mcfall  and  Hammen,  1971; 
Schwartz,  1969;  Schwartz  and  Rider,  1977). 

Fourth,  reporting  abstinence  is  less  reac- 
tive to  self-monitoring  reporting  than  reporting 
actual  amount  smoked,  in  the  absence  of  objec- 
tive measurements  (Lichtenstein  and  Danaher, 
1976). 

Additional  analysis  of  psychosocial 
mediators  was  beyond  the  scope  of  the  De- 
cember 1983  article.  Such  analysis  has  since 
been  completed,  based  upon  matched  pre-  and 
post-treatment  questionnaires,  and  has  been 
submitted  for  publication. 

The  paper  published  in  December  1983  at- 
tempted to  evaluate  the  success  of  a large  group 
hypnosis  quit  smoking  program.  Success  was 
defined  as  abstinence  from  cigarette  smoking 
since  treatment.  A total  of  783  smokers  com- 
pleted the  program.  One  year  after  treatment 
78%  of  the  participants  were  successfully  con- 
tacted. All  nonrespondents  were  counted  as  fail- 
ures (smokers).  Our  results  indicated  that  14% 
(113)  of  the  participants  remained  ex-smokers 
for  one  full  year. 
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We  sincerely  thank  you  for  the  opportunity 
to  respond  to  Mr  Dudley’s  correspondence. 

Sincerely, 
Timothy  J.  Wagner,  RN,  MS 
Michele  Hindi-Alexander,  PhD 
Michael  B.  Horwitz,  PhD 

Reference  Notes 
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Deaths 


LEON  COLEMAN  FREED,  MD 
1913  - 1984 

Leon  C.  Feed,  MD,  died  at  his  home  in  Perkins 
on  June  12.  A specialist  in  internal  medicine 
in  Stillwater,  Dr  Freed  began  his  practice  in 
Perkins  after  his  graduation  from  the  Cincin- 
nati School  of  Medicine  in  1938.  In  World  War 
II,  he  served  as  a major  in  the  134th  Medical 
Group  and  later  as  Chief  of  Medicine  of  the  45th 
Field  Hospital.  In  addition  to  his  private  prac- 
tice, Dr  Freed  served  for  over  30  years  as  a 
clinical  professor  of  medicine  at  the  University 
of  Oklahoma  College  of  Medicine. 


WILLIAM  D.  BOLENE,  MD 
1931  - 1983 

Stillwater  radiologist  William  D.  Bolene,  MD, 
a 1958  graduate  of  the  University  of  Oklahoma 
College  of  Medicine,  died  June  18.  A native  of 
Enid,  he  served  three  years  in  the  US  Air  Force 
before  beginning  his  professional  training  in 
Oklahoma  City.  After  completing  his  in- 
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ternship  and  residency  there,  he  established  his 
practice  in  Stillwater,  where  he  served  last  year 
as  chief  of  staff  of  Stillwater  Medical  Center. 

LEE  K.  EMENHISER,  MD 
1906  - 1984 


Lee  K.  Emenhiser,  MD,  born  in  Davidson,  Ok- 
lahoma Territory,  died  June  26  in  Oklahoma 
City.  He  was  77.  Dr  Emenhiser  was  graduated 


from  the  University  of  Oklahoma  School  of 
Medicine  in  1931  and  practiced  otorhinolaryn- 
gology in  Oklahoma  City  for  39  years.  During 
World  War  II  he  was  chief  of  the  Eye,  Ear,  Nose, 
and  Throat  Department  at  Brooke  General  Hos- 
pital, Fort  Sam  Houston,  Texas.  He  was  a found- 
er of  the  Oklahoma  Medical  Research  Foun- 
dation and  a clinical  professor  of  otorhinolaryn- 
gology at  the  University  of  Oklahoma  Medical 
School.  Dr  Emenhiser  was  awarded  a Life  Mem- 
bership in  the  OSMA  in  1977. 


Book  Reviews 


The  Germ  of  Laziness:  Rockefeller  Philan- 
thropy and  Public  Health  in  the  New  South.  By 

John  Ettling.  Cambridge,  Mass:  Harvard  Uni- 
versity Press,  1981.  Pp  263,  $18.50. 

This  is  the  compelling  story  of  the  Rockefeller 
Sanitary  Commission,  founded  in  1909  to  fight 
hookworm  diseases  in  the  "New  South,”  which 
was  recovering  from  the  ravages  of  the  Civil 
War.  Hookworm  disease  was  widespread  in  the 
South  at  that  time,  but  few  American  physi- 
cians knew  of  its  existence  before  Charles  W. 
Stiles,  a zoologist,  began  his  crusade  against  it. 
Stiles  traveled  about  the  South  attempting  to 
convince  physicians  that  they  were  failing  to 
protect  their  patients  against  a disease  caused 
by  poor  personal  habits.  The  mission  was 
doomed  to  failure. 

Stiles  is  portrayed  as  a conscientious  but 
basically  unpleasant  man  who  sought  private 
funds  after  the  Treasury  Department  seemed 
unable  to  appreciate  the  importance  of  hook- 
worm in  the  poverty  of  the  South.  So  prevalent 
but  unrecognized  was  this  parasitic  infestation 
that  it  was  subsequently  named  the  "germ  of 
laziness”  (after  the  debilitating  anemia  it  pro- 
duced). Stiles  was  fortunate  to  meet  Frederick 
T.  Gates,  who  administered  the  John  D.  Rocke- 
feller charities.  A project  to  eradicate  hook- 
worm disease  seemed  appropriate  for  the 
Rockefeller  Foundation’s  support. 

The  Rockefeller  Sanitary  Commission  pro- 
ceeded to  expose  the  prevalence  of  the  disease, 
to  educate  physicians  and  the  public,  and  to 
produce  a cure.  How  the  commission  went 
about  its  work,  particularly  its  use  of  religious 
revival  techniques  to  "spread  the  word,”  is  well 
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described.  After  five  years  and  the  expenditure 
of  $800,000,  more  than  400,000  patients  had 
been  screened  and  treated  under  the  direction 
of  the  commission.  Although  the  commission 
had  its  ups  and  downs,  it  was  in  the  main  suc- 
cessful. 

Ettling  portrays  the  development  of  a pub- 
lic health  program  and  demonstrates  the  value 
of  public  education  in  the  achievement  of  social 
change.  He  gives  us  a vivid  image  of  the 
evangelical  zeal  of  Gates  and  Stiles  as  they 
pursued  their  objective.  Their  dedication  and 
accomplishments  stand  in  sharp  contrast  to  the 
present,  where  so  many  social  programs  seem 
to  be  ineptly  conceived  and  handled. 

This  book  is  thoroughly  researched  and 
well  written.  It  will  be  attractive  to  anyone  in- 
terested in  important  public  health  move- 
ments. 

Harris  D.  Riley,  Jr,  MD 
Children  s Memorial  Hospital 
University  of  Oklahoma  Health  Sciences  Center 
Oklahoma  City,  Oklahoma 

Orthopaedic  Traction  Manual  A.  F.  Brooker, 
Jr,  MD;  G.  Schmeisser,  MD.  Baltimore:  The 
Williams  and  Wilkins  Company,  1980.  Pp  110. 
Price  not  given. 

It  was  refreshing  to  see  a book  dedicated  to 
orthopaedic  traction  techniques,  a method  that 
all  too  often  is  forgotten.  Because  of  the  recent 
approach  toward  more  aggressive  internal  fixa- 
tion of  fractures  and  to  the  use  of  external 
fixators,  many  of  the  tried  and  tested 

Oklahoma  State  Medical  Association 


techniques  for  traction  management  or  or- 
thopaedic injuries  are  being  forgotten  by  today’s 
generation  of  orthopaedic  house  officers. 

The  book  is  well  written  and  the  simple 
line  drawings  serve  their  function  quite  nicely. 
While  almost  any  orthopaedist  could  think  of 
a favorite  method  of  traction  or  variation  of 
traction  that  was  left  out  of  the  book,  it  covers 
all  of  the  common  forms  in  sufficient  detail.  The 
format  of  listing  the  indications,  components, 
application,  and  risks  allows  the  user  to  read  a 
section  in  entirety  or  to  refresh  only  those  areas 
necessary.  The  material  is  presented  concisely 
but  remarkably  completely. 

The  authors  are  to  be  commended  for  bring- 
ing together  the  various  traction  techniques 
and  reminding  us  once  again  of  their  place  in 
the  armamentarium  of  the  orthopaedist.  They 
have  not  belabored  the  various  alternatives  to 
traction,  mentioning  only  that  there  are  various 
types  of  traction  that  can  be  used  in  different 
orthopaedic  injuries.  As  suggested  by  the  au- 
thors, this  book  should  be  of  particular  use  to 
students,  house  officers,  emergency  rooms,  and 
nurses’  stations.  It  also  provides  a good  review 
source  for  the  practicing  orthopaedist.  The  re- 
ferences provided  facilitate  more  in-depth  study 
by  those  who  find  it  necessary. 

J.  Andy  Sullivan,  MD 
Associate  Professor 
Chief,  Pediatric  Orthopaedics 
Oklahoma  Children’s  Memorial  Hospital 
Oklahoma  City,  Oklahoma 


Guide  to  Therapeutic  Oncology.  By  Patrick  R. 
Bergevin,  MD;  Johannes  Blom,  MD;  Douglass 
C.  Tormey,  MD,  PhD.  Baltimore:  The  Williams 
and  Wilkins  Company,  1979,  Pp  629.  $49.50. 

As  indicated  in  the  title,  this  book  attempts  to 
be  a guide  to  oncology  rather  than  a definitive 
work  on  the  subject.  The  first  five  chapters  are 
used  to  establish  the  concepts  of  modern  oncol- 
ogy upon  which  current  multimodality 
therapeutic  regimens  are  based.  Knowledge  of 
the  natural  course  of  various  tumors  as  well  as 
changing  ideas  of  tumor  biology  have  led  to 
decreased  use  of  radical  surgical  procedures  in 
some  situations,  with  chemotherapy  or  radia- 
tion therapy  assuming  a more  prominent  role 


This  man  voted  for  us. 

This  year,  he’s  up  for  re-election. 
Will  you  help  him? 

You  Can  by 
Joining  OMPAC 


Send  your  check  for 
$50  — $100  — $200  to: 

OMPAC 
P.O.  Box  54520 
Oklahoma  City,  OK  73154 


f 


I 


There’s  a NUMBER  of 
people  who  care  . . . 

It’s  1-800-522-0220 
Oklahoma  County  271-8181 

— Statewide  — 

OKLAHOMA  CANCER 
INFORMATION  LINE 

(Tell  your  patients) 
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Book  Reviews  (continued) 
in  treatment.  An  extensive  discussion  of  basic 
ideas  in  immunology  is  presented  with  the  sug- 
gestion that  this  modality  may  play  an  impor- 
tant role  in  future  therapy.  The  chapters  on 
radiation  biology  and  the  cell  cycle  are  well 
done  and  informative  and  provide  a good  back- 
ground for  later  dicussions  of  treatment.  A use- 
ful chapter  giving  chemical  structures,  phar- 
macology, and  side  effects  of  most  of  the  present- 
day  drugs  is  included. 

Following  these  first  chapters,  which  serve 
to  give  a brief  overview  of  the  principles  of  on- 
cology, most  of  the  remainder  of  the  book  is 
devoted  to  treatment  of  the  various  tumor  types 
including  the  hematologic  malignancies.  Each 
section  gives  a brief  natural  history,  staging 
evaluation,  and  discussion  of  available  treat- 
ments for  the  various  tumors.  However,  because 
the  book  was  published  in  1979,  the  treatment 
sections  in  some  instances  do  not  include  the 
most  current  chemotherapy  regimens  and  for 
this  reason  should  be  considered  only  an  ap- 
proximation of  what  is  presently  available. 
Lacking  also  are  chapters  specifically  devoted 
to  oncologic  emergencies,  management  of  infec- 
tions in  cancer  patients,  paraneoplastic  syn- 
dromes, and  management  of  patients  with 
tumors  of  unknown  primary. 

This  book  will  be  useful  to  nurses,  medical 
students,  and  practicing  physicians  when  read 
for  the  natural  history  of  tumors  and  general 
principles  used  in  selecting  approaches  to  pa- 
tients with  malignancies.  However,  it  should 
not  be  relied  on  as  the  primary  basis  for  treat- 
ment decisions.  More  complete  and  up-to-date 
works  are  available  for  that  purpose. 

Robert  P.  'Whitehead,  MD 
Assistant  Professor  of  Medicine 
University  of  Oklahoma  Health  Sciences  Center 
Oklahoma  City,  Oklahoma 


Coming  next  month  . . . 

Leaders  in  Medicine 

Don’t  miss  your  September 
OSMA  Journal 


Clinical  Electroneurography:  An  Instruction  to 
Nerve  Conduction  Tests.  By  M.  P.  Smorto  and 
J.  V.  Basmajian.  Baltimore:  The  Williams  and 
Wilkins  Company,  1979.  Pp  298  with  224  fig- 
ures, $29.95. 

The  stated  purpose  of  this  volume  is  to  survey 
the  field  of  clinical  electrodiagnosis  for  medical 
and  paramedical  people  who  deal  with  neuro- 
muscular diseases.  The  book  does  indeed  fulfill 
its  stated  purpose  with  a useful,  practical  kind 
of  approach. 

There  are  several  aspects  of  this  book  that 
this  reader  found  refreshing  but  which  may  not 
be  desirable  for  some  readers.  For  example,  the 
initial  chapter  review  of  neurophysiology  and 
neuroanatomy  was  mercifully  short.  The  book 
is  not,  however,  complete  enough  to  substitute 
for  an  ordinary  text  on  the  subject.  The  first 
chapter  also  contains  a compilation  of  signifi- 
cant dates  in  the  historical  development  of  elec- 
trodiagnostic techniques  which  a history  buff 
might  find  interesting  but  which  seems  to  be 
out  of  context  with  the  rest  of  the  book. 

The  strong  points  of  the  book  are  found  in 
the  chapters  on  techniques,  which  contain 
many  practical  hints  that  the  novice  would 
otherwise  need  considerable  experience  to  ac- 
quire. These  sections  are  clearly  written  and 
well  illustrated,  providing  in  most  cases  a hand- 
book that  could  be  used  with  ease  by  the  begin- 
ner. 

As  an  introductory  volume,  the  chapters 
on  differential  diagnosis  are  necessarily  brief. 
This  is  not  necessarily  a handicap  for  this  type 
of  book.  However,  it  does  mean  that  for  more 
detailed  information  the  reader  is  forced  to  look 
elsewhere.  This  eventuality  is  well  provided  for 
by  the  adequate  literature  citations  and  bibliog- 
raphy included  in  the  text. 

In  my  opinion  this  volume  will  serve  very 
well  as  an  introduction  to  the  practical  basis  of 
electrodiagnosis  in  neuromuscular  disease.  It 
will  be  most  useful  for  the  novice  or  neurology 
resident  beginning  his  electroneurodiagnostic 
training.  It  would  also  be  useful  for  a review  of 
the  practical  clinical  basics  for  the  more  experi- 
enced. It  will  probably  not  be  very  helpful  to 
the  full  time  electrodiagnostician  who  will  re- 
quire more  in-depth  treatises  on  a given  subject. 


John  B.  Bodensteiner,  MD 
Chief,  Pediatric  Neurology 
University  of  Oklahoma 
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Miscellaneous  Advertisements 


DOCTOR,  YOU  CAN'T  BEAT  THE  QUALITY  or 
the  price!  Holter  Monitor  Scanning  Service.  Physi- 
cian owned,  trained,  and  supervised.  Cassette  and 
reel-to-reel  reports.  No  contracts  to  sign.  We  can  ar- 
range for  lease/purchase  of  Holter  equipment.  Why 
are  you  paying  more  and  getting  less?  UP  mailing 
for  faster  turnaround  time.  DCG  Interpretation 
(313)  879-8860. 

WONDERFUL  PRACTICE  OPPORTUNITY,  estab- 
lished county  seat  town,  eastern  Oklahoma.  Nearly 
new  50-bed  hospital;  on  call  every  five  weeks.  In- 
quiries: Box  C,  Journal,  Oklahoma  State  Medical 
Association,  601  Northwest  Expressway,  Oklahoma 
City,  OK  73118.  vas 

FOR  SALE:  Four  exam  tables.  Make  offer.  Call  (918) 
492-2774. 

SEEKING  FULL  TIME  emergency  physicians  for 
services  in  MUSKOGEE,  OKLAHOMA.  Desire 
physician  to  live  in  community.  300-bed  hospital. 
Excellent  compensation  and  good  growth  opportun- 
ity. Prefer  applicant  board  eligible  in  one  of  the 
specialties:  EM,  FP,  Internal  Medicine,  General 
Surgery.  Call  or  write:  Recruiter,  Coastal 

Emergency  Services,  Inc.,  P.O.  Box  169146,  Irving, 
TX  75063.’  (214i  258-5038.  5 

WANTED  — GYNECOLOGIST,  board  certified  or 
board  qualified  and/or  2 obstetrician-gynecologists 
board  certified  or  board  qualified  to  join  established 
practice  in  midwestern  city.  Excellent  opportunity 
and  facilities.  360  bed  hospital.  Please  send  resume 
to  PO  Box  2397,  Muskogee,  OK  74402. 

ANESTHESIOLOGIST,  35,  BE,  Fellow  of  ACA,  6 y 
practice  in  all  types  of  anesthesia  including  regional 
and  epidural  blocks,  interested  in  practice  opportun- 
ity in  state  of  Oklahoma  preferably  fee  for  service 
solo  or  small  group  practice,  available  on  short 
notice.  Please  reply  RR  #7,  Box  66,  Ottumwa,  Iowa 
52501.  678 


TREADMILL:  Complete  set-up  for  doing  treadmill 
exams  for  Social  Security  or  anyone  else.  Use  your 
own  EKG.  Price  includes:  American  Optical  defibril- 
lator monitor,  remote  control  pacer  treadmill,  crash 
cart  and  drugs,  Ambu  bag,  blood  pressure  on  a stand. 
Priced  at  $7,000.00.  Also,  Critikon  845  automatic 
blood  pressure  monitor;  price:  $1,800.00.  Contact: 
John  R.  Adair,  MD,  1001  15th  NW,  Ardmore,  OK 
73401.  Telephone:  (405)  223-5571.  89io 

FOR  LEASE.  Attractive  office  space  for  health  pro- 
fessionals. Up  to  1440  square  feet.  Adjacent  to  Mercy 
Health  Center,  OKC.  Call  752-1620.  Philip  Miner, 

MD.  8910 

MEDICAL  DOCTOR  to  take  over  a medical  Ther- 
mography Clinic  in  Norman.  No  nights,  weekends 
or  hospital  duty.  We  will  train  and  help  you  build  a 
large  practice.  Call  or  write:  MEDICAL  THERMOG- 
RAPHY ASSC.,  510  24th  Ave  SW  - Suite  B,  Norman, 
OK  73069,  (405)  329-7246,  Attn:  C.  Alexander,  MD. 

89 

DESIGNER  HOME,  S.W.  OKC,  Moore  schools, 
4B4B,  4000  sq.  ft.  All  the  amenities  plus  heated  pool 
& over  60  trees  on  a 2.5  acre  lot.  By  owner,  reduced 
to  only  $270,000.  Call  691-3779.  89 

ANESTHESIOLOGIST  needed  for  modern  J.C.A.H. 
78-bed  hospital.  For  more  information,  Send  C.V.  to 
Community  Hospital,  P.O.  Box  2339,  Elk  City,  OK 
73648,  ATTN:  Administrator.  78 

Physician  wanted  for  full-time  staff  position  in  Am- 
bulatory Care.  Immediate  opening.  Applicants  must 
be  board  certified  or  eligible  in  internal  medicine, 
emergency  medicine,  or  family  practice.  Salary 
$65,000-72,000  per  year  depending  on  experience. 
No  nights  or  weekends.  Liberal  fringe  benefits.  Equal 
Opportunity  Employer.  Contact  R.  Glynn,  MD, 
ACOS/AC,  VA  Medical  Center,  Honor  Heights  Dr, 
Muskogee,  OK  74401,  (918)  683-3261  ext  350.  789 


Mark  your  calendar 

1985  OSMA  ANNUAL  MEETING 

May  1 -4 

Sheraton  Century  Center 
Oklahoma  City 
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The  abundant 
“pennies”  you  can 
save  on  a 
PLICO  HEALTH 
policy  would  bring 
a broad  smile  to 
the  face  of  any 
modern-day  Ben 
Franklin. 

For  example:  A 
two-doctor  clinic 
with  four  employees  may 
be  paying  up  to  $3,000  a 
year  too  much  if  they're 
buying  health  insurance 
from  any  source  other  than 
PLICO. 

How  does  PLICO  do  it? 

It’s  simple.  PLICO 
HEALTH  combines  the 
lowest  overhead  available 
with  a break-even  pricing 
strategy.  The  result  is  an 
economical  health  insurance 
policy  that's  embarrasing  our 
competition. 


□ 


0| 

HEALTH 


PLICO  HEALTH 
now  protects  15,000 
physicians,  employees 
and  dependents. 
They’re  buying  the  best 
health  insurance  product  in 
the  land  at  a collective 
premium  savings  of  over 
$3,000,000  a year! 

We  hope  you  will  want  to 
know  more  about  PLICO’s 
big-hearted  health  insurance 
program  and  its  miserly 
premium  rates.  If  so,  please 
call  our  Sales  and  Service 
Department  to  set  up  an 
evaluation  meeting  at  a time 
and  place  convenient  to 
you. 


a product  of 

THE  PHYSICANS  LIABILITY 
INSURANCE  COMPANY 
P.0  Box  18171 
Oklahoma  City,  OK  73154 
405  843-0215 
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e prescribing,  see  complete  prescribing  information  in 
CO  literature  or  PDR.  The  following  is  a brief  summary. 


RNING 

, drug  is  not  indicated  lor  initial  therapy  ol  edema  or 
ertension  Edema  or  hypertension  requires  therapy 
ted  to  the  individual  If  this  combination  represents  the 
age  so  determined,  its  use  may  be  more  convenient  in 
ent  management  Treatment  ol  hyperlension  and  edema 
ot  static,  but  must  be  reevaluated  as  conditions  in  each 
ent  warrant 


aindications:  Concomitant  use  with  other  potassium 
ig  agents  such  as  spironolactone  or  amilortde  Further  use 
ina,  progressive  renal  or  hepatic  dysfunction,  hyperkalemia 
| xistmg  elevated  serum  potassium  Hypersensitivity  to  either 
I jonent  or  other  sultonamide-derived  drugs 
ings:  Do  not  use  potassium  supplements,  dietary  or  other- 
unless  hypokalemia  develops  or  dietary  intake  of  potas- 
■ is  markedly  impaired.  It  supplementary  potassium  is 
ad.  potassium  tablets  should  not  be  used  Hyperkalemia 
I ccur.  and  has  been  associated  with  cardiac  irregularities.  It 
nre  likely  in  the  severely  ill.  with  urine  volume  less  than  one 
| lay,  the  elderly  and  diabetics  with  suspected  or  confirmed 
insufficiency  Periodically,  serum  K+  levels  should  be  deter- 
d It  hyperkalemia  develops,  substitute  a thiazide  alone 
Dt  K+  intake  Associated  widened  QRS  complex  or  arrhyth- 
requires  prompt  additional  therapy.  Thiazides  cross  the 
•ntal  barrier  and  appear  in  cord  blood  Use  in  pregnancy 
res  weighing  anticipated  benefits  against  possible  hazards, 
ding  fetal  or  neonatal  taundice.  thrombocytopenia,  other 
|rse  reactions  seen  in  adults  Thiazides  appear  and  tri- 
i rene  may  appear  in  breast  milk.  If  their  use  is  essential,  the 
nt  should  stop  nursing  Adequate  information  on  use  in 
ren  is  not  available  Sensitivity  reactions  may  occur  in 
nts  with  or  without  a history  of  allergy  or  bronchial  asthma 
ible  exacerbation  or  activation  of  systemic  lupus  erythe- 
isus  has  been  reported  with  thiazide  diuretics, 
autions:  Do  periodic  serum  electrolyte  determinations  (par- 
irty  important  in  patients  vomiting  excessively  or  receiving 
nteral  fluids,  and  during  concurrent  use  with  amphotericin  B 
i rrticosteroids  or  corticotropin  [ACTH]).  Periodic  BUN  and 
m creatinine  determinations  should  be  made,  especially  in 
•Iderly.  diabetics  or  those  with  suspected  or  confirmed  renal 
ficiency  Cumulative  effects  of  the  drug  may  develop  in 
nts  with  impaired  renal  function  Thiazides  should  be  used 
caution  in  patients  with  impaired  hepatic  function  They  can 
iDitate  coma  in  patients  with  severe  liver  disease.  Observe 
; iarty  for  possible  blood  dyscrasias.  liver  damage,  other  idio- 
i ratic  reactions  Blood  dyscrasias  have  been  reported  in 
nts  receiving  triamterene,  and  leukopenia,  thrombocyto- 
a,  agranulocytosis,  and  aplastic  and  hemolytic  anemia  have 
1 reported  with  thiazides  Thiazides  may  cause  manifestation 
tent  diabetes  mellilus  The  effects  of  oral  anticoagulants  may 
ecreased  when  used  concurrently  with  hydrochlorothiazide 
tge  adjustments  may  be  necessary  Clinically  insignificant 
fictions  in  arterial  responsiveness  to  norepinephrine  have 
i reported  Thiazides  have  also  been  shown  to  increase  the 
ilyzing  effect  of  nondepolarizing  muscle  relaxants  such  as 
curarme  Triamterene  is  a weak  folic  acid  antagonist.  Do 
Ddic  blood  studies  in  cirrhotics  with  splenomegaly.  Anti- 
I trtensive  effects  may  be  enhanced  in  post-sympathectomy 
jnts  Use  cautiously  in  surgical  patients  Triamterene  has 
n found  in  renal  stones  in  association  with  the  other  usual 
I ulus  components.  Therefore.  Dyazide  should  be  used  with 
• non  in  patients  with  histories  of  stone  formation  A few  occur- 
i ;es  of  acute  renal  failure  have  been  reported  in  patients  on 
izide  when  treated  with  mdomethacin  Therefore,  caution  is 
sed  in  administering  nonsteroidal  anti-inflammatory  agents 
1 Dyazide  The  following  may  occur  transient  elevated  BUN 
reatmine  or  both,  hyperglycemia  and  glycosuria  (diabetic 
ilin  requirements  may  be  altered),  hyperuricemia  and  gout, 
talis  intoxication  (in  hypokalemia),  decreasing  alkali  reserve 
' possible  metabolic  acidosis  Dyazide  interferes  with  tluores- 
t measurement  ot  quinidine  Hypokalemia  is  uncommon  with 
tzide , but  should  it  develop  corrective  measures  should  be 
sn  such  as  potassium  supplementation  or  increased  dietary 
ke  of  potassium-rich  foods  Corrective  measures  should  be 
nuted  cautiously  and  serum  potassium  levels  determined 
;ontinue  corrective  measures  and  Dyazide1  should  labora- 
values  reveal  elevated  serum  potassium  Chloride  deficit 
1 occur  as  well  as  dilutional  hyponatremia.  Concurrent  use 
t chlorpropamide  may  increase  the  risk  of  severe  hypo- 
emia  Serum  PBI  levels  may  decrease  without  signs  of  thyroid 
urbance  Calcium  excretion  is  decreased  by  thiazides 
azide  should  be  withdrawn  before  conducting  tests  for  para- 
oid  function 

azides  may  add  to  or  potentiate  the  action  of  other  antihyper- 
sive  drugs 

reties  reduce  renal  clearance  ot  lithium  and  increase  the  risk 
thium  toxicity 

rerse  Reactions:  Muscle  cramps,  weakness,  dizziness,  head- 
'e,  dry  mouth;  anaphylaxis,  rash,  urticaria,  photosensitivity, 
pura.  other  dermatological  conditions:  nausea  and  vomiting, 
rrhea.  constipation,  other  gastrointestinal  disturbances,  pos- 
3l  hypotension  (may  be  aggravated  by  alcohol,  barbiturates, 
narcotics)  Necrotizing  vasculitis  paresthesias,  icterus, 
icreatitis,  xanthopsia  and  respiratory  distress  including  pneu- 
initis  and  pulmonary  edema,  transient  blurred  vision,  sialade- 
s,  and  vertigo  have  occurred  with  thiazides  alone  Triamterene 
; been  found  in  renal  stones  in  association  with  other  usual 
cuius  components  Rare  incidents  of  acute  interstitial  nephritis 
re  been  reported  Impotence  has  been  reported  in  a few 
tents  on  Dyazide1,  although  a causal  relationship  has  not 
sn  established 

pplied:  Dyazide  is  supplied  in  bottles  of  1000  capsules: 
igle  Unit  Packages  (unit-dose)  of  100  (intended  for  institu- 
nal  use  only);  in  Patient-Pak”  unit-ot-use  bottles  of  100. 


In  Hypertension . . . 
When  ^ou  Need  to 
Conserve  K+ 

Remember  the  Unique 
Red  and  White  Capsule: 
Your  Assurance  of 


SK&F  Quality 


Potassium-  Sparing 

DYAZIDE* 

Each  capsule  contains  50  mg.  of  Dyrenium®  (brand 
of  triamterene)  and  25  mg.  of  hydrochlorothiazide 

Over  17  Years  of  Confidence 


The  unique 
red  and  white 
Dyazide®  capsule: 
Your  assurance  of 
SK&F  quality. 


a product  of 

SK&F  CO. 

Carolina,  P R.  00630 


©SKEFCo  , 1983 


Marin 


600 mg  Tablets 
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More  convenient  tor  your  patients. 
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The  Upjohn  Company  • Kalamazoo.  Michigan  49001  USA 
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Now  Serving  You  at  a | 
Brand-New  Location!  1 


I “Where  You  Can  Take  Quality  For  Granted,  Because  We  Don’t!”  1 


= • Select  from  Decorator  Fabrics  or 

Leather  in  450  Styles,  190  Colors 
1 • Desks,  Bookcases,  Accessories 
I • Professional  Decor  Consultation 


N.  May  Ave.  & Britton  Road 
(405)  843-9484 


| “DISTINCTIVE”  te'*  “EXPENSIVE”  I 
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.We  help 
bring  people 


Willow  View’s  adult  program  is 
designed  to  help  people  whose 
emotional  or  mental  problems  are 
temporarily  interfering  with  their 
ability  to  cope  with  the  world. 

These  people  need  intensive, 
individualized  treatment  by 
professional,  sympathetic  people, 
within  a highly  structured  environment  — 
exactly  what  Willow  View  provides.  It  has 
prov  en  liighly  successful.  The  av  erage  stay 
for  patients  in  our  adult  program  is  only 
21  days.  (Treatment  may,  of  course 
continue  on  an  outpatient  basis  after 
release  from  the  hospital.) 

W illow  View  is  the  only  private,  non- 
profit hospital  in  Oklahoma  dedicated 
solely  to  the  treatment  of  psychiatric 
illnesses  of  all  types,  among  all  ages.  The 


back 
to 


life 


key  word  is  “ treatment”.  Willow 
View  is  not  an  institution  for  custodial 
care,  and  accepts  only  individuals  who 
are  treatable.  Located  on  15  acres  at 
2601  North  Spencer  Road,  it  is  a 
modern,  fully  staffed  facility  with  180 
full  and  part-time  employees. 

If  you  have  a patient  who  might 
benefit  from  the  rich  mixture  of  care  and 
discipline  at  Willow  View,  and  would  like  to 
know  more  call  us.  We’ll  discuss  our 
programs  and  methods  with  you,  arrange 
— if  you  wish  — a time  for  you  to  visit 
the  facility  and  meet  our  staff.  We  also 
have  an  information  packet  describing  our 
facility,  programs,  and  philosophy,  which 
we  would  be  happy  to  send  to  you  and  to 
anyone  you  recommend. 


Willow  View:  We  help  bring  people  back  to  life. 

Willow  View  Hospital 
2601  X.  Spencer  Rd. 

Oklahoma  City,  OK  73136 

Call,  (4051  427-2441 


WILLOW  VIEW  MEDICAL  STAFF:  Nolen  L.  Armstrong,  M.D.;  Wolfgang  K Huber,  M D.;  Harald  S.  Kruger,  M D ; Siavash  Nael,  M D.;  Harold  G.  Sleeper,  M.D.; 
CHIEF  OF  STAFF:  Nolen  L Armstrong,  M.D.;  ADMINISTRATOR:  Charles  B Linton. 
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Oklahoma  State  Medical  Association 


OKLAHOMA 

CARDIOVASCULAR 

AND 

THORACIC  SURGERY 
ASSOCIATES 

800  Physicians  Professional  Bldg.  1044  Southwest  44th 
3400  N.W.  Expressway  Suite  #520 

Oklahoma  City,  Oklahoma  73112  Oklahoma  City,  Oklahoma  73109 
(405)  946-5641  (405)  631-8665 


1 (800)  522-6525 


Allen  E.  Greer,  MD,  Inc  James  M.  Hartsuck,  MD,  Inc 

John  M.  Carey,  MD,  Inc  R.  Darryl  Fisher,  MD,  Inc 

Nazih  Zuhdi,  MD,  Inc  Marvin  D.  Peyton,  MD,  Inc 

William  D.  Hawley,  MD,  Inc 


Diplomates  American  Board  of  Surgery 
Diplomates  American  Board  of  Thoracic  Surgery 
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750  Northeast  13th  Street 
Near  the  Oklahoma  Health  Center 
(2  Blocks  East  of  Lincoln  Blvd.) 
Oklahoma  City,  Oklahoma 


Specializing  in  the  diagnosis 
and  treatment  of  allergic  diseases 
in  adults  and  children. 


George  S.  Bozalis,  MDt 
Vernon  D.  Cushing,  MDt* 
George  L.  Winn,  MDt 
Robert  S.  Ellis,  MDt* 
Lyle  W.  Burroughs,  MDt° 


Charles  D.  Haunschild,  MD+° 
James  H.  Wells,  MDt* 
John  R,  Bozalis,  MDt* 
James  D.  Lakin,  Ph.D.,  MDt* 
John  S.  Irons,  MDrf° 
Warren  V.  Filley,  M.D.t* 


f Consultant 

t Diplomate  American  Board  of  Allergy  and  Immunology 
* Diplomate  American  Board  of  Internal  Medicine 
0 Diplomate  American  Board  of  Pediatrics 

Post  Office  Box  26827 
Oklahoma  City,  Oklahoma  73126 
Telephone  (405)  271-3232 
Dwight  Mitchell,  Jr.,  Administrator 

By  appointment  8 a m.  to  5 p m.  (Wednesday  and  Saturday  8 a m.  to  12  noon) 


A group  of  laboratories 
affiliated  to  better  serve 
the  medical  profession  L 

iij 

/l_Jj_/Med  Arts  Lab  ™ 

SOUTHERN  OKLAHOMA 
PATHOLOGY  ASSOCIATES,  INC. 
Ada,  Oklahoma 

FAIRVIEW  PATHOLOGY 
CONSULTANTS,  INC. 
Ponca  City,  Oklahoma 

SOUTHEASTERN  MEDICAL 
LABORATORIES,  INC. 
McAlester,  Oklahoma 

MEDICAL  ARTS 
LABORATORY 
Oklahoma  City,  Oklahoma 

PATHOLOGY  ASSOCIATES 
OF  LAWTON 
Lawton,  Oklahoma 

MIDWEST  CITY 
PATHOLOGY,  INC. 
Midwest  City,  Oklahoma 

AMERICAN  BIO-SCIENCE 
Van  Nuys,  California 

PATHOLOGY,  INC. 
Stillwater,  Oklahoma 

MEDICAL  ARTS  LABORATORY  • BIO-SCIENCE  SERVICE  CENTERS 

FOR  INFORMATION,  CALL 
800/942-3514  or 
405/239-7111 
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Oklahoma  State  Medical  Association 


ORTHOPEDIC  ASSOCIATES,  INC. 


3301  N.W.  50th 

Oklahoma  City,  Oklahoma  73112 
(405)  947-091 1 


David  R.  Brown,  MD  David  A.  Flesher,  MD 

Ralph  E.  Payne,  Jr.,  MD  Nathan  E.  Bradley,  MD 

J.  Charles  Monnet,  MD  Thomas  H.  Flesher  III,  MD 


Diplomates  of  American  Board  of  Orthopaedic  Surgery 


Sports  Medicine  Surgery  of  the  Spine 

Arthroscopic  Surgery  Total  Joint  Replacement 


THE  ARTHRITIS  CLINIC 


Arthritis,  Rheumatism  and  Related  Diseases 


Lyman  C.  Veazey,  MD 
Lloyd  G.  McArthur,  PhD,  MD 


Winfred  L.  Medcalf,  MD 
Robert  C.  Troop,  PhD,  MD 


207  C Street  NW  Ardmore,  Ok.  73401 

Phone  (405)  223-5180 
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INDUSTRIAL  MEDICINE 

WILLIAM  G.  MAYS,  MD,  Inc. 
RALPH  L.  NICHOLSON,  MD,  Inc. 


PEDIATRICS 

GEORGE  R.  KRIETMEYER,  MD,  Inc. 
HUGH  C.  GRAHAM,  JR.,  MD 
JOEL  K.  GIST,  MD 


RADIOLOGY 

WILLIAM  K.  HICKS,  MD 


INTERNAL  MEDICINE  & 
EXECUTIVE  PHYSICALS 

ROBERT  T.  CRONK,  MD,  INC. 

WILLIAM  F.  EWING,  MD,  INC. 

BOYD  O.  WHITLOCK,  MD 

RICHARD  H.  REID,  MD 

R.  A.  SEARCY,  MD 

PHILIP  W.  PERRYMAN,  JR.,  MD 


WAYNE  KELLY,  MD 
JAMES  L.  BACON,  MD 
GLEN  L.  BERKENBILE,  MD 


GENERAL  SURGERY 

ROBERT  G.  PERRYMAN,  MD,  Inc. 
FRANKLIN  S.  NELSON,  MD 


ADMINISTRATION 

JOSEPH  W.  RHINE 

GARY  D.  GIBSON 


1923  East  21st  Street  Box  52218#TULSA,  OKLAHOMA  74152  • PHONE  (918)  742-3341 


THE  McALESTER  CLINIC,  INC. 


1401  East  Van  Buren  Avenue 
McAlester,  Oklahoma  74501 
(918)  426-0240 


INTERNAL  MEDICINE 

STEVEN  D.  ATWOOD,  MD 
CHARLES  K.  HOLLAND,  MD 
R.  KERN  JACKSON,  MD 
KENNETH  P.  MILLER,  MD 
LEROY  M.  MILTON,  MD 


PEDIATRICS 

DELTA  W.  BRIDGES,  JR.,  MD 
THURMAN  SHULLER,  MD 


OTOLARYNGOLOGY 

SAMUEL  E.  DAKIL,  MD 


FAMILY  MEDICINE 

JOHN  B.  COTTON,  MD 
WILLIAM  E.  GUPTON,  MD 
STEPHEN  D.  SWANK,  MD 

OBSTETRICS-GYNECOLOGY 

ROBERT  G.  CATES,  MD 
W.  RILEY  MURPHY,  JR.,  MD 
DWAIN  DOYLE,  MD 

SURGERY 

WILLIAM  G.  BLANCHARD,  MD,  FACS 
GEORGE  M.  BROWN,  JR.,  MD,  FACS 


RADIOLOGY 

BRUCE  H.  BROWN,  MD 


ADMINISTRATION 

PAUL  B.  BISHOP 
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Oklahoma  State  Medical  Association 


Shawnee  Medical  Center  Clinic,  Inc. 

2801  N.  SARATOGA  P O BOX  849  / SHAWNEE.  OKLAHOMA  74801  / Phone  405-273-5801 


ALLERGY 

A M Bell.  MCT 


ANESTHESIOLOGY  CONSULTANTS 

Ellis  Brown,  MD" 

Michael  Daughety,  MIT* 


DERMATOLOGY 

Bert  C Frichot.  III.  MD* 


FAMILY  PRACTICE 

K.  T Mosley.  Jr  . MD 


GENERAL  SURGERY 

Frank  H Howard,  MD" 
Jerold  D Kethley.  MD 
S.  B.  VanLandingham,  MD 


INDUSTRIAL  MEDICINE 

A M Bell.  MD 
Jake  Jones.  Jr  , MD 


INTERNAL  MEDICINE 

Merle  L.  Davis,  MD 
Larry  D Fetzer,  MD 
Eldon  V Gibson,  MD' 
John  R Hayes,  MD 
D A Mace,  MD 
J.  B.  Jarrell,  MD’ 


NEONATOLOGY 

R K Mohan,  MD 


OBSTETRICS,  GYNECOLOGY 

Richard  E Jones,  MD 
Stephen  E.  Trotter,  MD 


ORTHOPEDIC  SURGERY 

T A Balan.  MD,  FAAOS* 

R M Kamath,  MD,  MS'  (Ortho) 
S.  M,  Walngankar,  MD  * 


OTORHINOLARYNGOLOGY 

S Rishi,  MD 


PATHOLOGY  CONSULTANT 

David  L McBride.  MD 


PEDIATRICS 

A M Bell.  MD 
Jake  Jones.  Jr..  MD 
R K Mohan,  MD 


RADIOLOGY  CONSULTANTS 

William  Phillips,  MD 
Robert  G Wilson,  MD 
Cranfill  K Wisdom.  MD 


UROLOGY 

N M Kotecha,  MD 


ADMINISTRATOR 

W J,  Birney 

Board  Certified 


FAMILY  PRACTICE 

J.  W McDomel,  MD 
J,  O.  Wood.  Jr , MD 
J,  Ed  Brown.  MD 


THE  CHICKASHA  CLINIC 

AND 

CHICKASHA  CLINIC  AT  TIMBER  CREEK 


INTERNAL  MEDICINE 

W,  S.  Harnson,  MD 
D L.  Stehr.  MD 
R.  S Davis.  MD 
Don  R Hess.  MD 
Vernon  A.  Vix,  MD 
Randall  L.  Jenkins.  MD 

CARDIOLOGY 

J.  T.  Bledsoe,  MD 

GASTROENTEROLOGY 

C.  K.  Su,  MD 

DERMATOLOGY 

David  H Deck.  MD 

PEDIATRICS 

R E Herndon,  MD 
E.  R.  Orr,  MD 
J.  E Freed,  MD 
M P Escobar,  MD 

D.  F.  Haslam,  PhD.  MD 
OBSTETRICS  AND  GYNECOLOGY 

Nancy  W Dever.  MD 
Alan  J.  Weedn.  MD 

Michael  Beason.  MD  q Accredited 


GENERAL  AND 
VASCULAR  SURGERY 

Linda  M.  Johnson.  MD 
Wayne  L.  Manson.  MD 

THORACIC  AND 
VASCULAR  SURGERY 

Paul  B Loh,  MD 

OPHTHALMOLOGY 

John  R.  Gearhart.  MD 

UROLOGY 

K T Varma.  MD 

ORTHOPEDIC  SURGERY 

W T Morris.  MD 
Keith  W Riggins.  MD 

GENERAL  SURGERY  AND 
INDUSTRIAL  MEDICINE 

C R Gibson.  MD 


Accreditation  Association  for  Ambulatory 


ANESTHESIOLOGY 

T.  Gowlikar,  MD 
Gideon  Lau,  MD 
M M Vaidya,  MD 

PHYSICAL  MEDICINE 
AND  REHABILITATION 

Kumad  Vaidya.  MD 

RADIOLOGY  (Consulting) 

Medical  Radiology,  Inc. 

CLINICAL  PSYCHOLOGY 

James  M.  Ross,  PhD 

SPEECH  PATHOLOGY 

Colette  Ellis,  MEd,  CCC 

PHYSICIANS  ASSISTANTS 

W M.  Ohl.  PA 
H.  L.  Watkins.  PA 
Myra  Campbell.  PA 

ADMINISTRATION 

James  W Loy 
Benjamin  Kready 

Care,  Inc. 


MAIN  CLINIC  CHICKASHA  CLINIC  AT  TIMBER  CREEK 

2222  IOWA,  CHICKASHA,  OK  224-4853  ROUTE  3,  BOX  124M,  TUTTLE,  OK  73089 
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MEDICAL  ARTS  CLINIC  OF  ARDMORE,  INC. 

921  Fourteenth  Avenue  Northwest 

Ardmore,  Oklahoma  73401 

General  Surgery 

Internal  Medicine 

THORNTON  KELL,  MD,  FACS 

J.  HOBSON  VEAZEY,  MD 

*TOM  SPARKS,  MD,  FACS 

^CLIFFORD  LORENTZEN,  MD,  FACP 

* WILFRED  S.  GAUTHIER.  MD,  FACS 

* DAVID  D.  ROSE,  MD 

NOE  R.  HAMILL.  MD 

Radiology  (Consultants) 

* MICHAEL  W.  BROWN,  MD 
NAMES  A.  CHAPMAN,  MD 

*KEVIN  H.  REED,  MD 
*MY  Q.  TRAN,  MD 

Gastroenterology 
■MY  Q.  TRAN,  MD 

Pathology  (Consultant) 

*CARL  A.  SCHWEERS,  MD 

Administrator 
ROGER  H.  HUGHES 

Phone:  A/C  405-223-5311 

^Specialty  Board  Diplomate 
^Specialty  Board  Eligible 

Orthopedic  & Arthritis  Center 


McBRIDE  CLINIC,  Inc. 

1111  North  Devvev  Oklahoma  Citv,  Oklahoma  232-0341 


DEPARTMENT  OF  ORTHOPEDICS 
♦Marvin  K.  Margo,  MD,  FACS 
♦James  P.  Bell,  MD,  FACS 
♦Stephen  Tkach,  MD,  FACS 
♦Joseph  F.  Messenbaugh  III,  MD,  FACS 
♦J.  Patrick  Evans,  MD,  FACS 
♦Edwin  E.  Rice,  MD,  FACS 
♦Warren  G.  Low,  MD 
♦Thomas  C.  Howard,  III,  MD 
David  H.  Holden,  MD 

DEPARTMENT  OF  OCCUPATIONAL  and 
INDUSTRIAL  MEDICINE 
Robert  R.  Dugan,  MD 
Jack  W.  Parrish,  MD 

MANAGEMENT  SERVICES 

♦Specialty  Board  Diplomate  James  A Hyde  Administrator 


DEPARTMENT  OF  ARTHRITIS 
John  A.  Blaschke,  MD 
Mary  L.  Duffy  Honick,  MD 
♦Richard  J.  Hess,  MD,  FACP 
♦ Jon  W.  Blaschke,  MD 
♦R.  Eugene  Arthur,  MD 
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Oklahoma  State  Medical  Association 


UROLOGICAL  and 
GENITOURINARY  SURGERY 

CHARLES  L.  REYNOLDS,  JR.,  MD,  FACS,  FICS 
DIPLOMATE  of  the  AMERICAN  BOARD 
of  UROLOGY 

DISEASES  of  the  KIDNEY, 

BLADDER  and  PROSTATE 
GENITOURINARY  SURGERY 
FEMALE  URINARY  TRACT  DISEASE 
PEDIATRIC  UROLOGY 
MICROSURGERY  for  INFERTILITY 
PROSTHETIC  SURGERY  for  IMPOTENCY 
RENAL  PHYSIOLOGY  LABORATORY 
URODYNAMICS  LABORATORY 

3131  NORTHWEST  EXPRESSWAY 
SUITE  201 

OKLAHOMA  CITY,  OKLAHOMA  73112 

TOLL  FREE  (800)  522-8668 

OFFICE  (405)  843-5761  RESIDENCE  (405)  842-6420 
IF  NO  ANSWER  (405)  523-1999 


OKLAHOMA 


CLINIC 


Oklahoma  Spine/Pain  Clinic 

Multi-disciplinary  approach 
to  evaluation  and  treatment 
of  acute  or  chronic  musculoskeletal  pain. 

William  N.  Harsha,  MD 
Diplomate  American  Board  Orthopaedic  Surgery 

Doctors  Medical  Building 
Oklahoma  City,  Oklahoma  73112 
5700  N.W.  Grand  Blvd. 

(405)  943-9561 


OKLAHOMA  HANDi=-\\i*-i 
SURGERY  CENTER,  INCTlNgJ 

Carlos  A.  Garcia-Moral,  MD,  FACS 
405/232-3210 


711  Stanton  L.  Young  Boulevard,  Suite  510  Oklahoma  City,  Ok  73104 


When  pulmonary  impairment  is  suspected 

OKLAHOMA  LUNG  FUNCTION  LABORATORY,  INC. 

R.J.  Dougherty,  MD 

□ Clinical  spirometry  □ Diffusing  capacity 

□ Lung  volumes  □ Diagnostic  skin  testing 

D Arterial  blood  gas  analysis 

235-3338  1 1 1 1 N.  Lee,  Pasteur  Building  228  235-1701 
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OKLAHOMA  PLASTIC  & RECONSTRUCTIVE  SURGEONS,  INC. 

W.  Edward  Dalton,  MD,  FACS  Paul  Silverstein,  MD,  FACS  J.  Michael  Kelly,  MD,  FACS 

Plastic,  Reconstructive  & Cosmetic  Surgery;  Surgery  of  the  Hand  & Congenital  Deformities; 
Oncologic  Surgery  of  the  Head  and  Neck,  Burn  Surgery 

3301  Northwest  63rd  Street,  Oklahoma  City,  Okla.  73116 
(405)  946-0731 

Board  Certified  in  Plastic  Surgery 
Board  Certified  in  General  Surgery 


NAVY  MEDICAL  OPPORTUNITIES! 

Desire  inquiries  from:  general/orthopedic  surgeons 

urologist  - anesthesiologists  - 
ENT  - and  others. 

Guaranteed  locations:  San  Diego,  Portsmouth,  VA., 

Bethesda,  Charleston,  S.C., 
Japan,  Spain,  Phillippines. 


Call  (405)  231-5337  / 5339  (collect) 

NAVY  — THE  PREFERRED  SERVICE 


MERIDIAN 

MEDICAL 

TOWER 


New  four  storv  51,000  square  foot  luxurv  Medical  Office  Building  to 
be  completed  in  June  of  1984. 

Prestigious  space  to  include  four  stor>  atrium,  pair  of  observation 
elevators,  private  terrace  and  manv  other  amenities. 

Space  available  to  be  designed  to  vour  specifications. 


13313  NORTH  MERIDIAN 
O.K.C.,  OKLA.  73120 
(WEST  OF  MERCY  HOSPITAL) 


FOR  MORE  INFORMATION 
CALL 

405/751-2222  J 
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AEROSPACE  MEDICINE 

CARDIOVASCULAR 

CLYDE  A.  LYNN.  BA.  MPH,  MD 
Board  Certified,  Aerospace  Medicine 
Fellow.  American  College  of  Preventive  Medicine 
Flight  Surgeon.  US  Army  and  Navy 
Commercial  Pilot  and  Flight  Instructor.  Instrument  and  Multi-engine 
Referrals  for  Medical  Certification  of  Pilots  Accepted 
1317  Brookhaven  Blvd  by  Appointment  (405) 

Norman.  OK  73069  ~ . A , 329-2625 

Senior  Aviation  Medical  Examiner 

FAA  NO  07448-1 

CARDIOVASCULAR  CLINIC 

Wm  Best  Thompson.  MD  Ronald  H White,  MD  W H Oehlert.  MD 

Galen  P Robbins.  MD  William  J Fors,  MD  Charles  F Bethea.  MD 

William  S Myers.  MD  Fred  E.  Lybrand,  MD 

Lawrence  M Higgs,  MD  Mel  Clark.  MD 

CARDIOVASCULAR  DISEASES 
Cardiac  catheterization,  aortography  and  coronary  arteriography 
Coronary  and  Peripheral  angioplasty,  telephone  electrocardiography 
and  echocardiography 

Nuclear  cardiology  and  Treadmill  effort  tolerance 

ALLERGY 

CARDIOVASCULAR  BUILDING 

3300  Northwest  56th  Oklahoma  City,  Okla  73112  Telephone  947  3341 

Northwest  Medical  Center  Suite  602 

CARDIOVASCULAR  ASSOCIATES 
Adult  Cardiovascular  Diseases 

NORTHWEST  ALLERGY  CLINIC,  INC 

Cardiac  Catheterization.  Aortography  and  Selective  Coronary  Arteriography 
Coronary  and  Peripheral  Angioplasty 

John  L.  Davis,  MD 
3330  N W 56th 

Oklahoma  City.  Oklahoma  73112 
405  843-6619 

Telephone  Electrocardiography  (24  hr.  service).  Treadmill 
Effort  Tolerance.  Hypertensive  Evaluation 
*J.J.  Donnell,  MD  947-2556  G.L.  Homck.  MD  943-8428 

'J.  L.  Bressie,  MD  946-0568  A.F.  Elliott,  MD  943-8421 
A S.  Dahr.  MD  947-2321  Gary  Worcester,  MD  943-4134 

Jan  Voda,  MD  947-1297 

OKLAHOMA  ALLERGY  CLINIC,  INC 

•Certified  by  the  American  Board  of  Cardiovascular  Disease 
Doctors  Medical  Building 

George  S.  Bozalis.  MDJ  Charles  D.  Haunschild.  MD" 

Vernon  D Cushing,  MD"  James  H Wells.  MDf 

George  L Winn,  MD"  John  R-  Bozalis.  MD^* 

Robert  S.  Ellis.  MD"  James  D Lakin,  PhD.  MD"' 

Lyle  W Burroughs.  MD  John  S Irons.  MDV 

Warren  V.  Filley,  MDT* 

8th  Floor  5700  N.W.  Grand  Blvd.  Oklahoma  City.  Oklahoma  73112 

DERMATOLOGY 

RONALD  W GILCHRIST.  JR  . MD 

^Consultant 

f Diplomate  American  Board  of  Allergy  and  Immunology 
Diplomate  American  Board  of  Internal  Medicine 
Diplomate  American  Board  of  Pediatncs 

Diseases  and  Malignancies  of  the  Skin 
632-5565  X-Ray  and  CCfe  Laser  Therapy 

Oklahoma  City,  OK  73109  3500  South  Western 

Office  Address.  Mail  Address 

750  Northeast  13th  Street  Post  Office  Box  26827 

Telephone  405  271-3232  Oklahoma  City.  OK  73126 

ROBERT  L OLSON,  MD 
Diseases  of  the  Skin 

Suite  502  Skin  Cancers  942-8825 

3141  N.W  Expressway  Oklahoma  City.  Oklahoma  73112 

JAMES  A MURRAY,  MD.  INC. 
Diagnosis  and  Treatment  of  Allergic  Diseases 
Adults  and  Children 

SKIN  & SKIN  CANCER  CENTER.  INC 
C Jack  Young,  MD 

Radium  Therapy  Hemangiomas  X-Ray  Therapy 

james  a Murray,  md 

Fellow  American  Academy  of  Allergy 
Fellow  American  College  of  Allergists 
Diplomate  American  Board  of  Allergy  and  Immunology 

CLINIC  BUILDING  3434  N.W.  56th 

OKLAHOMA  CITY.  OKLAHOMA  946-5678 

Suite  101  6465  South  Yale  Avenue 

Warren  Professional  Building  918  492-0484 

Tulsa.  Oklahoma  74177 

ENDOCRINOLOGY  - METABOLISM  - DIABETES 

CARDIOLOGY 

JOHN  WHITFIELD  DRAKE.  MD 

Diplomate  American  Board  of  Internal  Medicine  in  Endocrinology 
Langston  Medical  Clinic,  Inc  / 842-8655 
3200  W Wilshire  Blvd  Oklahoma  City,  Oklahoma  73116 

STANLEY  R.  McCAMPBElL,  md 

Cardiology  and  Electrocardiography 

MODHI  GUDE.  MD 

Diplomate  American  Board  of  Internal  Medicine 

1211  North  Sharlel  236-1295 

Endocrinology  and  Metabolism 

Oklahoma  City,  Oklahoma 

Pasteur  Medical  Building  6uue  549  232-8965 

1111  North  Lee,  Oklahoma  City.  OK  73103  If  no  answer  949-5067 

Professional  Card  listings  are  available  to  Members. 

NEPHROLOGY 

T.  V.  VENKATARAMAN.  MD 

They  are  sold  in  vertical  increments  of 

Diplomate  - American  Board  of  Internal  Medicine 
and  Nephrology 

one-half  inch,  at  the  rate  of  $50.00  per  year. 

1111  N.  Lee.  Suite  553  316  S Midwest  Blvd. 

Oklahoma  City.  OK  73103  Midwest  City.  OK  73110 

(405)  235-8229  (405)  733-9987 

If  no  answer  (405)  272-7155 
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NEUROPSYCHIATRY 


PEDIATRIC  SURGERY 


HAROLD  G SLEEPER.  MD.  PAPA 
Diplomate  American  Board  of  Psychiatry 
and  Neurology  in  Psychiatry 
Practice  Limited  to 

Psychiatry  — Electroencephalography 

424-5293  2603  Spencer  Road  WVH  427-2441 

Spencer.  Oklahoma  73084 


OPHTHALMOLOGY 


John  W Huneke.  MD,  FACS.  Inc. 

Diseases  and  Surgery  of  the  Eye 
Certifier)  oy  the  Amencan  Board  of  Ophthalmology 
Phone  332-1880  1414  Arlington  Suite  2300  Ada  Oklahoma  74820 


JAMES  B MILLS.  MD  232-4222 

Surgery  and  Diseases  of  the  Eye 

JAY  C JOHNSTON  MD  232-5543 

Lacrimal  Surgery  Dacryocystorhinostomy.  Jones  Tubes 

Certified  by  the  American  Board  of  Ophthalmology 
425  NW  1 1th  Street  Oklahoma  City  73103 

JAMES  L DUNAGIN.  JR  . MD 
Diseases  and  Surgery  of  the  Eye 
Diplomate  American  Board  of  Ophthalmology 
6th  and  Washington  McAlester  Oklahoma  74501 

V JERRY  SHEPHERD.  MD 
Diseases  and  Surgery  of  the  Eye 
Certified  by  the  American  Board  of  Ophthalmology 

3400  N W 56th  St  Suite  G-2  Ph°ne  946  3327  Oklahoma  City  731 12 


ORTHOPEDICS 


DUNCAN  REGIONAL  ORTHOPAEDIC  ASSOCIATES,  INC. 

THOMAS  J ElSER.  MD 
ROBERT  M SIMPSON.  MD 

ORTHOPAEDIC  SURGERY  & SURGERY  OF  THE  HAND 

DIPLOMATES  AMERICAN  BOARD  OF  ORTHOPAEDIC  SURGERY 
FELLOWS.  AMERICAN  ACADEMY  OF  ORTHOPAEDIC  SURGEONS 

2815  W Elk 

OFFICE  (405)  252-3400  DUNCAN.  OKLAHOMA  73533 


ORTHOPEDIC  SURGERY  AFFILIATES  INC 
1044  S.W  44th 

Oklahoma  City  Oklahoma  73109 
405-631-7444 

Dale  R Butler.  MD  FACS  G David  Casper  MD 

J A Rosacker,  MD 


JOHN  RAYMOND  STACY  MD  FACS 
Diplomate  American  Board  ot  Orthopedic  Surgery 
Orthopedic  and  Fracture  Surgeon 

415  N W 12th  St  Oklahoma  City  Oklahoma  235-6315 


OTOLARYNGOLOGY 
HEAD  AND  NECK  SURGERY 


Oklahoma  Otolaryngology  Associates 
RAYMOND  O SMITH  JR  MD  FACS 
Head  and  Neck  Surgery 
Facial  Plastic  and  Reconstructive  Surgery 
4200  West  Memorial  Fioad,  Suite  606 
Oklahoma  City  Oklahoma  73120 
Phone  405  755-1930 


E Ide  Smith.  MD"  Wm  P Tunell  MD'  Dennis  J.  Hoelzer,  MD 
940  N E 13th  Street 

Oklahoma  City  Oklahoma  73126  405  271-5922 

'American  Board  of  Surgery  — 

Special  Competence  in  Pediatnc  Surgery 

PSYCHIATRY 


JOHN  C CHELF,  MD 

Diplomate  of  American  Board  of  Psychiatry  and  Neurology  in  Psychiatry 

Suite  208  Medical  Plaza  Building  620  South  Madison  Emd,  OK  73701 

233-7356 

LARRY  PRATER.  MD 
Practice  Limited  to  Psychiatry 

Suite  318  Classen  Professional  Bldg  232-5453/272-7155 

1110  N Classen  Boulevard  Oklahoma(  City . Oklahoma  73106 

PSYCHIATRY  272-0734 
Robert  J Outlaw,  MD,  FAPA 
R Murali  Krishna.  MD.  MAPA 

Diplomates  of  American  Board  of  Psychiatry  and  Neurology  in  Psychiatry 
John  C Andrus,  MD.  MAPA 

Thurman  E Coburn.  PhD,  Licensed  Clinical  Psychologist 
Philip  J Murphy.  PhD,  Licensed  Clinical  Psychologist 
Suite  308  David  Schwartz,  ACSW.  Clinical  Psychiatric  Social  Worker 
Physicians  & Surgeons  Building  1211  North  Shartel  Oklahoma  City  73103 


PULMONARY  DISEASE 


STEPHEN  N ADLER  MD 
Diplomate 

American  Board  of  Internal  Medicine 
American  Board  of  Internal  Medicine  - Pulmonary  Disease 

Pulmonary  Medicine  Fiberoptic  Bronchoscopy 

Pulmonary  Function  and  Methacholme  Testing  Lung  Needle  Biopsy 

Pulmonary  Artery  (Swan-Ganz)  Catheterization  Critical  Care  Medicine 

Mercy  Doctors  Tower  4200  Memorial  Road 

Oklahoma  City.  OK  73120  (405)  755-4290 


RAYMOND  J DOUGHERTY  MD 


Diplomate  Amencan  Board  of  Pulmonary  Disease 
Practice  Limited  to  Pulmonary  Disease 

204  Pasteur  Building  235-1701 

Oklahoma  City.  Oklahoma  73103 


NORMAN  K IMES.  MD 
DENNIS  M PARKER.  MD 

Diplomates:  American  Board  of  Internal  Medicine 
American  Board  of  Internal  Medicine  - Pulmonary  Disease 
Consultants  m Diseases  of  the  Chest 
Fiberoptic  Bronchoscopy 
Pulmonary  Function  Evaluation 
Intensive  Care  Medicine 

3330  N W 56  Street  405  949-9400 

Oklahoma  City  Oklahoma  73112 


Professional  Card  listings  are  available  to  Members. 
They  are  sold  in  vertical  increments  of 
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RADIOLOGY  ASSOCIATES.  INC 

JAMES  T BOGGS.  MD  MICHAEL  A SARTIN.  MD 

ROBERT  SUKMAN.  MD,  FACR  RALE  E TAUPMANN.  MD 

WILLIAM  R ALBRACHT.  MD  GARY  G ROBERTS.  MD 

ROGER  B COLLINS.  MD  JOHN  R OWEN,  MD 

GEORGE  BEN  CARTER.  MD  HAROLD  D DAVIDSON.  MD 

RICHARD  B PRICE.  MD.  FACR.  DABNM  JAY  A HAROLDS.  MD.  DABNM 

Diplomates  American  Board  of  Radiology 
X-Ray-Diagnosis  including  Ultra  Sonography.  Xeromammography, 
Radiation  Therapy  — Nuclear  Medicine  — CAT  Scanning 
Digital  Subtraction 


204  Medical  Tower  Bldg  848-7741 
400  Physicians  Prof.  Bldg  943-9646 
700  Doctors  Medical  Bldg  946-9923 


Baptist  Medical  Center  949-3202 

Bethany  General  Hospital  787-3450 

Deaconess  General  Hospital  946-558’ 


RADIOLOGIC  SPECIALTIES.  LTD 
4045  Northwest  64th  Street.  Suite  125 
Oklahoma  City.  Oklahoma  73116 

Practice  Limited  To  Whole  Body  CT  Scanning 
V.  C Tisdal  III,  MD  (405)  848-0075  Rebecca  Goen  Tisdal.  MD 

Diplomates  American  Board  of  Radiology 


SURGERY 


ROBERT  B HOWARD.  MD,  FACS 
Certified  American  Board  of  Surgery 
Practice  Limited  to  General  Surgery  and  Diseases  of  the  Thyroid  Gland 
544  Pasteur  Medical  Bldg  Phone  235-2341  Oklahoma  City 

MICHAEL  E.  REIF,  MD 
Diplomate  American  Board  of  Surgery 
Fellow  American  College  of  Surgery 
General  and  Peripheral  Vascular  Surgery 
708  Mercy  Doctors  Tower  By  appointment  755-1750 

4200  West  Memorial  Road  Oklahoma  City.  OK  73120  After  hours  232-8861 


SURGERY.  COLON  AND  RECTAL 


ROBERT  J CAPEHART.  MD 


2325  South  Harvard 


Suite  306 


Tulsa.  Oklahoma  74114 
(918)  744-5817 

Practice  Limited  To  Colon  & Rectal  Surgery  and  Colonoscopy 

SURGERY,  RECONSTRUCTIVE  AND  PLASTIC 

PARAMJIT  S BAJAJ,  MD.  FACS 
FRCS  (England),  FRCS  (Edinburgh) 

Certified  American  Board  of  Plastic  Surgery 
Plastic  and  Reconstructive  Surgery 
Maxillofacial  and  Cosmetic  Surgery 
Surgery  of  the  Hand 

1110  N Classen  Blvd.  235-6671 

Suite  304  Oklahoma  City.  Okla.  73106 

LEONARD  H BROWN.  MD 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 
Plastic  and  Reconstructive  Surgery 
Cosmetic  Surgery 


6913  S Canton 


Tulsa.  Oklahoma  74136 


3400  N W Expressway 


WILLIAM  J.  FORREST,  MD 
Plastic  and  Reconstructive  Surgery 
Surgery  ot  the  Hand 

Oklahoma  City 


947-8760 


HERBERT  M KRAVITZ,  MD,  FACS 

Diplomate  American  Board  of  Plastic  Surgery 
Reconstructive,  Cosmetic  and  Hand  Surgery 


Office  946-2694 


2620  Northwest  Expressway 
Oklahoma  City.  Oklahoma 


UROLOGY 


GENE  T BAUMGARNER.  MD,  FACS 
Diplomate  of  the  American  Board  of  Urology 
Mercy  Doctors  Tower 
4200  West  Memorial  Road 


Oklahoma  City.  Oklahoma  73120 


405  755-3723 


Suite  606 
1211  N.  Shade  I 


A de  QUEVEDO.  MD,  Inc 
Diplomate  of  the  American  Board  of  Urology 

Oklahoma  City,  Oklahoma  73103 


232-1333 


PHILIP  D.  DlGGDON,  MD.  FACS 
Diplomate  of  the  American  Board  of  Urology 
312  Warren  Prof.  Bldg.  6465  S.  Yale.  Tulsa.  OK 
Office:  (918)  492-6322  Home:  (918)  492-1143 
Same  day  service 


CLARK  HYDE,  MD 

2801  Parklawn  Dr..  #300  „ J . 1110  N Classen,  #205 

Midwest  City.  OK  73110  Pedialnc  and  Adult  Urology  Oklahoma  City,  OK  73106 
(405)  737-5667  (405)  232-0273 


BARNEY  J.  LIMES,  MD 
Practice  Limited  to  Urology 

Physicians  and  Surgeons  Bldg 
1211  N Shadel 
Oklahoma  City 
Phone  235-0315 


JOSEPH  D PARKHURST.  MD 
Diplomate  Amencan  Board  of  Urology 
7908  N W 23rd  Street 
Bethany,  OK  73008 


Suite  7 
495-6134 


CHARLES  L.  REYNOLDS,  JR.,  MD,  FACS.  FICS 
DIPLOMATE  of  the  AMERICAN  BOARD  of  UROLOGY 
DISEASES  of  the  KIDNEY,  BLADDER,  and  PROSTATE 

3131  NORTHWEST  EXPRESSWAY 
OKLAHOMA  CITY.  OKLAHOMA  73112 

OFFICE  405  843-5761 

RESIDENCE  405  842-6420  IF  NO  ANSWER  405  523-1999 


1110  Classen  Blvd 
Oklahoma  City,  OK 
73106 


JAMES  R.  WENDELKEN.  MD 
Pediatric  and  Adult  Urology 

Telephone  (405)  232-0273 


2801  Parklawn 
Midwest  City,  OK 
73110 


PHILLIP  H WINSLOW,  MD,  FACS 
Diplomate  American  Board  of  Urology 


Hours  by  Appointment 
(405)  765-4620 

Answering  Service  (405)  765-5826 


Medical  Plaza 
123  Patton  Drive 
Ponca  City,  OK  74601 


Professional  Card  listings  are  available  to  Members. 
They  are  sold  in  vertical  increments  of 
one-half  inch,  at  the  rate  of  $50.00  per  year. 
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Confluence  ’84 

For  the  second  year,  and  with  support  from  the 
OSMA,  the  Oklahoma  State  Medical  Associa- 
tion Auxiliary  will  sponsor  “Confluence  ’84,” 
September  10-11, 1984,  at  the  Park  Suite  Hotel, 
Oklahoma  City.  Monday’s  program  will  feature 
Mr  Morton  A.  Harris,  attorney  and  special  ad- 
visor, Muscogee  County  School  District,  and  Dr 
Braxton  A.  Nail,  superintendent,  Muscogee 
County  School  District,  Columbus,  Georgia. 
Our  speakers  will  discuss  “Establishing  a 
Health  Improvement  Program  in  the  Elemen- 
tary Schools.”  “HIP”  (Health  Improvement 
Program)  involves  4th,  5th,  and  6th  grade  chil- 
dren. Participants  show  improved  overall 
health,  less  tardiness  and  absenteeism,  and  less 
interest  in  substance  abuse.  Georgia  legislators 
have  become  very  interested  in  “HIP”  and  our 
speakers  will  discuss  this  aspect  also. 

Tuesday’s  luncheon  speaker  will  be  Sherry 
Olson,  director  of  “Contact-A-Friend”  hotline 


in  Oklahoma  City.  Sherry  will  discuss  the  grow- 
ing number  of  “latchkey”  children  and  what  we 
as  auxilians  can  do  to  help  them. 

In  addition  to  our  speakers,  the  two-day 
confluence  will  include  a slide  presentation  by 
Dr  Carl  R.  Bogardus,  a board  meeting,  and 
treasurers,  AMA-ERF,  legislation,  and  health 
projects  workshops.  All  auxiliary  members  are 
encouraged  to  attend  both  days’  activities.  A 
block  of  rooms  has  been  reserved  for  Monday 
evening,  September  10.  We  are  asking  aux- 
iliary members  to  invite  their  physician 
spouses,  PTA  leaders,  local  school  superinten- 
dents and  board  members,  and  legislators  for 
the  Monday  program.  Advance  reservations 
must  be  made  for  all  meal  functions.  Space  is 
limited.  All  speakers  and  workshops  have  been 
registered  with  the  AMAA’s  PSD  program  and 
qualify  for  credit. 


Morton  A.  Harris 


Dr  Braxton  A.  Nail 
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B A campaign  encouraging  physicians  and 

members  of  their  families  to  register  and  vote 
has  been  launched  by  the  AMA  and  the  AMA 
Auxiliary.  The  voter  registration  drive,  called 
MED  VOTE,  is  being  conducted  with  assistance 
from  state,  county,  and  specialty  societies.  In 
some  areas  of  the  country,  as  many  as  40%  of 
eligible  physicians  have  not  registered  to  vote. 
At  the  time  of  the  general  elections  in 
November,  the  AMA,  Auxiliary,  and  American 
Medical  Political  Action  Committee  (AMPAC) 
will  reinforce  the  registration  with  a “get  out 
the  vote”  campaign. 


B A search  is  underway  for  members  of  the 
OSMA  Physician  Recovery  Committee,  a 
statewide  committee  of  physicians  concerned 
and  willing  to  help  other  physicians  impaired 
because  of  alcohol  and/or  drug  dependency.  The 
need  is  greatest  for  physicians,  either  recovered, 
recovering,  or  never  impaired,  in  northeastern 
Trustee  District  I;  the  eastern  counties  of  Trus- 
tee District  IX,  including  Muskogee  and 
Tahlequah;  southeastern  Trustee  Districts  X 
and  XI;  south  central  Trustee  District  XII;  and 
the  western  counties  of  Trustee  Districts  XIII 
and  XIV,  including  Altus,  Anadarko,  and  Law- 
ton.  Suggestions  of  physicians  willing  to  serve 
will  be  gratefully  received  by  OSMA  President 
James  B.  Eskridge  III,  MD,  or  OSMA  Associate 
Director  Mike  Sulzycki.  Please  call  toll-free  1- 
800-522-9452. 


B A study  of  33  psychiatric  patients  with  tar- 
dive dyskinesia  (involuntary  body  movements 
induced  by  long-term  use  of  antipsychotic 
drugs)  showed  that  during  a one-year  period 
only  one  patient  demonstrated  complete  rever- 
sal following  discontinuation  of  antipsychotic 
therapy.  “Since  tardive  dyskinesia  was  fully  re- 
versed in  only  one  patient  in  our  study,  caution 
should  be  exercised  in  using  neuroleptics  in  the 
first  place,  especially  for  the  nonschizophrenic 
patients,”  say  William  M.  Glazer,  MD,  of  Yale 
University  School  of  Medicine,  and  colleagues 
in  the  Archives  of  Psychiatry. 
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B Medical  liability  rates  increased  last  year 
as  the  frequency  and  severity  of  claims  con- 
tinued to  rise,  according  to  the  American  Med- 
ical Assurance  Company.  The  average  loss  by 
settlement  or  judgment  rose  about  20%.  As  a 
result,  22  physician-owned  companies  raised 
premiums  ranging  from  6%  to  30%.  In  1984,  at 
least  14  physician-owned  companies  (including 
PLICO)  have  increased  rates  again.  Others  are 
expected  to  increase  premiums  before  the  end 
of  the  year. 

B The  fastest  growing  age  group  in  the 
American  population  is  the  group  aged  85  years 
and  above,  according  to  Edward  L.  Schneider, 
MD,  of  the  National  Institute  of  Aging.  In  the 
AMA’s  “Legislative  Roundup,”  he  reports  that 
today  only  about  2 million  men  and  women  are 
in  this  category,  but  by  the  year  2050  there  will 
be  1G  million  Americans  age  85  and  older.  Mean- 
while, the  Census  Bureau  has  reported  that  the 
number  of  Americans  65  and  over  is  growing 
twice  as  fast  as  the  population  as  a whole,  7.2% 
compared  to  3.3%. 

B The  Oklahoma  Regional  Meeting  of  the 
American  College  of  Physicians  (ACP)  will 
be  held  at  Shangri-La  resort  near  Afton,  Ok- 
lahoma, from  Thursday,  October  25,  through 
Sunday,  October  28,  1984.  The  meeting  is  one 
of  nearly  forty  such  sessions  to  be  conducted 
across  North  America  and  parts  of  Central  and 
South  America  this  year.  For  details,  contact 
William  L.  Hughes,  MD,  1117  N Shartel,  Ok- 
lahoma City,  Oklahoma  73103,  (405)  236-2491. 

B The  Oklahoma  Physicians  Twelfth  An- 
nual Winter  Seminar  will  be  held  this  year 
at  Copper  Mountain,  Colorado,  from  Wednes- 
day, December  26,  through  Wednesday,  Janu- 
ary 2,  1985.  Group  rates  on  housing  accommo- 
dations are  being  held  for  a limited  time  on  a 
first  come,  first  served  basis.  The  course  is  cer- 
tified for  AMA  and  other  credit  hours.  Registra- 
tion information  is  available  from  Irwin  H. 
Brown,  MD,  5700  N.W.  Grand  Boulevard,  Ok- 
lahoma City,  Oklahoma  73112,  telephone  (405) 
946-0548. 
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What’s  the  Antonym  of 
“Cognitive”? 

Would  you  like  to  know  why  Medicare  is  facing 
bankruptcy  ? Listen;  I will  tell  you. 

A 71 -year-old  patient  calls  my  office  and 
reports  that,  for  the  previous  three  days,  he  has 
experienced  nausea  and  abdominal  discomfort. 
He  has  had  black,  tarry  stools.  Just  prior  to  his 
call,  he  vomited  some  material  which  looked 
like  coffee  grounds,  after  which  he  felt  weak 
and  sweaty. 

Upon  my  advice,  the  patient’s  wife  takes 
him  to  the  emergency  room  of  a local  hospital. 
After  the  patient  has  been  examined  by  the 
emergency  room  physician,  I talk  with  the 
physician  and  learn  that  the  patient  “looks 
pretty  good,”  that  his  vital  signs  are  normal  but 
the  stool  is  black,  tarry,  and  guaiac  positive.  I 
order  his  admission  to  the  hospital  intensive 
care  unit  with  the  diagnosis  of  “Intestinal  bleed- 
ing, cause  undetermined.”  The  emergency  room 
physician  is  kind  enough  to  accept  and  record 
my  orders. 

Taking  my  office  record  with  me,  I go  to 
the  hospital  and  enter  the  patient’s  room.  I ab- 
breviate the  history,  confining  my  questions  to 
those  which  can  be  answered  by  a nod  of  the 
head.  I complete  my  cursory  examination,  visit 
with  the  patient’s  terrified  wife  and  son,  and 
write  up  my  findings.  Meanwhile,  some  of  the 
results  of  the  laboratory  studies  are  reported. 
A borderline  anemia,  a slight  reticulocytosis, 
and  marginal  elevations  of  total  bilirubin  and 
blood  urea  nitrogen.  Everything  else  is  com- 
pletely normal. 

I discuss  with  the  patient  and  his  family 
the  need  for  two  consultants;  a gastroen- 
terologist and,  in  case  of  need,  a surgeon  to 
stand  by.  The  patient  nods  his  consent. 

The  gastroenterologist  reports  before  noon 
the  following  day.  The  results  of  his  gastroscopic 
examination  are  essentially  negative,  but  three 
areas  were  biopsied.  Perhaps  a CAT-scan  and  a 
colonoscopic  examination  would  help  define  the 
cause  of  the  illness.  The  patient’s  condition  is 
good  and  he  tolerates  the  procedure  well.  The 
surgeon,  who  sees  him  immediately  following 
the  study,  agrees.  He  doesn’t  think  he  will  be 
needed,  but  will  continue  to  see  the  patient. 


Repeat  blood  counts  show  no  change.  By 
the  time  I make  my  third  visit,  the  patient  is 
unhappy,  gesturing  that  he  wants  the  tube 
taken  out  of  his  nose.  He  sticks  out  his  tongue 
and  points  to  it  before  wiping  it  with  the 
washcloth  he  holds.  He  displays  the  cloth  to  me. 
It  is  streaked  with  bright  red  blood. 

“That’s  from  the  tube  — taking  it  out  and 
putting  it  back  in,”  I say  reassuringly. 

He  shakes  his  head  in  vigorous  denial, 
marking  the  end  of  Medicare’s  coverage. 

Everything  — the  emergency  room  visit,  the 
laboratory  studies,  the  hospital  stay,  the  consul- 
tations, the  intubations,  the  medications,  the  in- 
jections, the  intravenous  fluids,  the  gastroscopic 
examination,  the  biopsies,  and  the  pathologists' 
services  — everything  to  this  point  is  considered 
partially  or  totally  reimbursable  under  the  cur- 
rent Medicare  policies.  What  follows  is  consi- 
dered a “cognitive  service”  and  is  virtually  ig- 
nored or  considered  unworthy  of  reimbursement 
by  the  unenlightened,  misguided  bureaucrats 
who  make  such  decisions. 

“You  mean  your  nose  has  been  bleeding?” 
I ask  my  wide-eyed  patient.  “For  how  long?” 
“For  a week!”  he  gags.  “My  grandson  acci- 
dentally hit  it  when  we  were  playing  touch  foot- 
ball last  week.  It’s  still  sore.  I wonder  if  it’s 
broken.  It’s  bled  a lot!” 

I remove  the  tube  as  I ask  the  wife  about 
the  accident.  The  patient  interrupts,  clearing 
his  mouth  with  the  washcloth.  “I  didn’t  tell  her 
because  she  would  scold  me.” 

Keep  in  mind,  Medicare  will  pay  me  more 
for  the  few  minutes  it  takes  to  do  a proctoscopic 
examination  than  it  will  pay  me  for  the  two  hours 
of  “cognitive  services”  I render  eliciting  a com- 
plete medical  history  and  doing  a complete  phys- 
ical examination.  It  will  pay  me  more  for  doing 
something  to  a patient  than  I can  earn  in  deter- 
mining whether  it  needs  to  be  done. 

Do  you  wonder  why  so  many  patients  are 
having  so  many  things  done  to  them  and  so  little 
done  for  them ? 

cognitive:  based  on  or  capable  of  being  re- 
duced to  ..  . factual  knowledge.  (Webster) 

Do  you  wonder  why  our  great  leaders  in 
Washington  are  insisting  that  cognitive  services 
are  worthless ? 

Do  you  wonder  why  Medicare  is  facing 
bankruptcy ? — MRJ 
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Am  I My  Brother’s  Keeper? 


For  many  years,  I’ve  been 
interested  in  the  Ok- 
lahoma City-based  or- 
ganization, World  Neigh- 
bors, and  the  good  works 
WN  stimulates  in  under- 
developed areas  of  the 
world.  John  Peters,  WN 
founder,  once  said  early  in 
WN  history,  in  answer  to 
the  question  “Am  I my  brother’s  keeper?”  . . . 
“No  — I’m  my  brother’s  brother!” 

This  self-help  organization,  over  30  years 
old  now,  has  received  no  government  money 
and  works  preferably  with  nationals  who  have 
had  greater  rapport  with  their  peoples  in  India, 
Africa,  and  other  underdeveloped  areas.  WN 
has  offered  “A  hand-up,  not  a hand-out!” 

As  worthy  as  World  Neighbors  is,  this  page 
is  not  about  WN  but  about  something  new  in 
OSMA  which  embraces  both  “Brother’s 
Brother”  and  “Hand-Up”  concepts  in  different 
ways.  I refer  to  the  new  Physician  Recovery 
Committee  and  the  Physician  Recovery  Pro- 
gram (PRP),  born  at  the  House  of  Delegates 
meeting  in  May. 

Physicians  who  are  afflicted  with  the  dis- 
ease of  chemical  dependency,  including  alcohol, 
have  special  and  peculiar  problems  best  under- 
stood, it  seems,  by  other  physicians  who  have 
walked  the  steps  before.  The  PRP  is  a more 
aggressive  approach  to  the  solution  of  depen- 


dency problems  than  that  of  the  precedent 
Physicians  Committee;  recognition  and  salvage 
of  the  chemically  impaired  OSMA  doctor  and, 
indirectly,  his  family,  medical  practice,  reputa- 
tion, and  material  worth  — but  most  of  all, 
RECOVERY  of  his  faculties  of  treating  his  pa- 
tients appropriately. 

This  is  no  witch  hunt,  no  coercive  medical 
association  discipline,  but  rather  an  attempt, 
motivated  in  love,  to  identify  those  among  our 
ranks  (usually  estimated  at  up  to  10%)  impaired 
by  whatever  dependency  and  to  firmly  direct 
them  to  treatment  programs.  The  Table  of  Or- 
ganization is  unimportant  compared  to  the 
quality  and  dedication  of  those  who  have 
planned  and  will  implement  the  program. 
About  half  of  the  statewide  committee  members 
will  be  recovering,  themselves,  from  either  al- 
cohol and/or  some  type  of  drug  dependency, 
hence  are  empathetic  to  the  predicament  of 
chemical  dependency  in  their  brothers. 

Whatever  the  situation  ...  no  matter  how 
hopeless  it  may  seem  ...  let  the  Committee 
know,  honestly,  of  any  member  who  needs  PRP 
help.  The  Committee  will  expect  your  coopera- 
tion as  each  situation  presented  is  investigated 
carefully  before  seeking  to  make  personal  con- 
tact and  move  toward  recovery.  Confidentiality 
will  be  vigorously  guarded  in  all  phases  of  the 
program. 
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Nephrostolithotomy 

A New  Operation 


ROGER  V.  HAGLUND,  MD 
V.  L.  ROBARDS,  JR,  MD 
JAMES  R.  LEACH,  MD 
J.  STEVE  MILLER,  MD 
JOHN  B.  FORREST,  MD 

Conventional  open  surgical  removal  of 
renal  stones  is  being  replaced  in  many  in- 
stances by  a percutaneous  nephroscopic 
technique. 

Percutaneous  removal  of  stones  from  kid- 
neys is  rapidly  challenging  traditional 
open  surgical  pyelolithotomy  and  neph- 
rolithotomy as  the  preferred  method  for  re- 
moval of  many  stones.  Instructional  courses  for 
nephrostolithotomy  and  other  “endo-urologic” 
techniques  are  currently  popular  with 
urologists.  Prevalence  of  the  operation  seems 
to  be  most  hampered  by  a shortage  of  specialized 
instruments.  Indeed,  perfection  of  suitable 
nephroscopes  by  the  Storz  and  Wolfe  companies 
of  Germany  enabled  M.  J.  Marberger  of  Vienna1 
to  develop  the  techniques  which  have  been  sub- 
sequently modified  and  popularized  in  this 
country  by  Segura,2  Smith,  dayman,  and 
others3.  The  term,  “endo-urology”  has  been 
coined  for  endoscopic  procedures  on  the  kidney 
and  upper  ureter. 
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Technique 

A nephrostomy  is  first  established,  usually 
under  local  anesthesia  and  fluoroscopic  control 
for  the  percutaneous  procedure.  A needle  is  in- 
serted to  the  appropriate  calyx  in  the  lower  half 
of  the  kidney  to  gain  access  to  the  stone.  A wire 
guide  and  catheter  are  then  introduced  through 
the  kidney  and  down  the  ureter,  if  possible. 

The  nephrostomy  tract  is  dilated  to  24  or  26 
French  (8-9  mm)  to  permit  insertion  of  a nephro- 
scope  or  to  34  French  (1.13  cm)  for  insertion  of 
a larger  sheath  through  which  instruments  are 
to  be  passed.  The  tract  can  be  dilated  acutely 
or  over  a period  of  several  days.  If  acutely,  either 
immediately  or  on  the  following  day,  general 
anesthesia  is  frequently  desired  for  the  dilation 
and  the  nephroscopic  procedure. 

After  blood  clots  have  been  cleared  from  the 
field,  the  collecting  system  is  visualized  with  a 
nephroscope  (Fig  1)  and  the  calculus  or  calculi 
located  for  removal  with  forceps,  if  possible.  If 
larger  than  one  centimeter  in  diameter,  the 
transducer  of  an  ultrasound  generator  (Fig  1) 
can  be  used  to  pulverize  the  calculus  while  the 
fragments  are  aspirated.  An  electrohydraulic 
lithotripter  can  also  be  used  to  shatter  the  stone. 

When  the  endoscopic  task  has  been  com- 
pleted, the  nephroscopic  sheath  is  removed  and 
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FIG  1.  Nephroscope  and  ultrasound  generator  with  trans- 
ducer 


a large  Foley  catheter  is  inserted  as  a nephros- 
tomy tube.  A nephrostogram  is  taken  two  days 
later  and  if  the  patient’s  condition  is  satisfac- 
tory, the  catheter  is  removed  and  the  patient 
dismissed.  However,  if  a fragment  of  calculus 
remains,  the  patient  can  be  nephroscoped  again 
through  the  existing  tract  or  the  nephrostomy 
can  be  used  to  attempt  chemolysis  by  irrigation 
of  the  kidney. 


Case  Report 

A twenty-four-year-old  male  was  noted  to  have  mul- 
tiple calculi  in  his  right  kidney  when  evaluated  for 
flank  pain  (Figs  2 and  3).  Urinary  infection  was  found 
to  be  due  to  Klebsiella  enterobacter  and  he  was 
treated  with  cephalosporin.  A percutaneous  nephros- 
tomy was  established  under  local  anesethesia.  On 
the  following  day  the  nephrostomy  tract  was  dilated 
to  34  French  under  general  anesthesia.  Thirty -three 
stones  were  removed  with  forceps  (Fig  4).  A twenty- 
four  French  Foley- Alcock  catheter  (3-way  Foley)  was 
used  to  replace  the  nephroscope,  thus  permitting  con- 
tinuous irrigation  for  excessive  bleeding.  A calculus 
was  later  noted  in  the  distal  ureter  (Fig  5)  and  was 
removed  by  cystoscopic  manipulation.  Thereafter, 
the  nephrostomy  tube  was  removed  and  the  patient 
dismissed. 

Conclusions 

A percutaneous  operation  is  available  for  re- 
moval of  kidney  stones  through  a small  instru- 
ment. Although  not  suitable  for  all  stones,  the 
procedure  is  bound  to  come  into  demand  as  a 
lengthy  flank  incision  is  avoided,  hospitaliza- 
tion time  is  reduced,  and  morbidity  is  lessened. 

900  Hillcrest  Physicians  Building,  1145  South  Utica,  Tulsa, 
Oklahoma  74104. 


FIG  2.  Preoperative  scout  film 


FIG  3.  Preoperative  urogram 
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FIG  4.  Stones 
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Although  the  perfect  history  has  never  been  taken  by  any  physician,  his 
careful,  sympathetic,  and  discerning  questions  frequently  yield 
information  from  the  sick  person  which  enlarges  the  doctor’s  horizon  of 
knowledge  and  experience  as  well  as  presenting  him  with  unexpected 
examples  of  the  dramatic  or  bizarre. 

— Martin  H.  Fischer 
The  Pharos  of  Alpha  Omega  Alpha 
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Treating  Colds  and  Flu 
the  Chinese  Way1 

(First  of  two  parts) 


HONG  LIU 

Of  all  the  experiences  I have  had  in  the 
twelve  months  of  my  visit  to  America,  no- 
thing has  surprised  me  more  than  the  general 
belief  that  there  is  no  cure  for  common  colds. 
Wonderment  at  this  popular  belief  made  me 
consult  several  medical  books.  My  bewilder- 
ment increased  when  I found  that  the  popular 
belief  is  endorsed  by  the  medical  profession.  Vi- 
tamin C,  liquids,  balanced  diet,  aspirin,  and 
bed  rest  — the  commonly  recommended  treat- 
ment for  colds  — are  considered  “largely  pallia- 
tive,” with  “poorly  established  merits.”  As  for 
influenza,  fairly  effective  vaccine  has  been  de- 
veloped, but  if  the  patient  unfortunately  con- 
tracts the  disease,  bed  rest  is  the  only  treat- 
ment.2 

As  one  who  has  always  been  cured  by  medi- 
cation whenever  afflicted  with  colds  and  flu  in 
my  native  land,  the  People’s  Republic  of  China, 
I am  not  a little  intrigued  by  this  situation.  I 
delved  into  my  knowledge  of  traditional 
Chinese  medicine  and  tried  to  explain  how  the 
Chinese  could  cure  what  the  Western  world  is 
powerless  against.  A result  of  that  effort  is  this 
article,  which  I hope  will  not  only  defend  my 
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outlandish  assertion  that  common  colds  and  flu 
can  be  cured  but  will  also  shed  some  light  on 
how  the  Chinese  medicine  works. 

How  Do  the  Chinese  Classify 
Colds  and  Flu? 

The  terms  cold  and  flu  did  not  exist  in  Chinese 
vocabulary  until  the  introduction  of  Western 
medicine  at  the  turn  of  this  century.  The 
Chinese  had  a totally  different  way  of  classify- 
ing sickness.  Superficially,  diseases  are 
grouped  into  three  broad  categories:  sickness 
occasioned  by  outward  causes,  sickness  oc- 
casioned by  inward  causes,  and  sickness  result- 
ing from  physical  injuries.  This  division  of  dis- 
eases corresponds  with  the  theory  of  the  major 
causes  of  sickness:  outward  causes,  mainly 
changes  in  weather;  inward  causes,  mainly 
changes  in  the  mood  but  also  including  para- 
sites, excess  of  body  fluid,  etc;  and  physical  in- 
juries.3 

This  theory  of  causes  was  formed  thousands 
of  years  ago  when  the  ancient  Chinese  doctors 
had  no  apparatus  to  aid  them;  tracing  the  objec- 
tive causes  in  a laboratory  was  out  of  the  ques- 
tion. The  ancient  Chinese  doctors’  acquaintance 
with  sickness  was  restricted  to  the  patient’s 
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complaints  and  their  observation  of  the  patient 
through  their  five  senses.  Their  treatment  of 
sickness  was  experimentation  with  plants,  min- 
eral ores,  insects,  and  fossils,  while  their  expla- 
nation of  the  cure  was  a subsequent  rationaliza- 
tion to  establish  a relationship  between  the 
group  of  symptoms  and  the  treatment  used.4 
Such  direct  experimentation  on  man,  though 
at  a great  price  throughout  the  ages,  has  an 
enormous  advantage  over  experiments  on 
guinea  pigs  — treatments  having  side  effects 
and  not  pertaining  to  the  particular  sickness 
or  human  constitution  are  quickly  spotted  and 
discarded.  Thus,  when  disease  is  diagnosed  and 
treated  correctly,  Chinese  medicine  seldom  has 
any  side  effect. 

As  doctors,  the  ancient  Chinese  were  as 
eager  as  their  modern  counterparts  to  delve  into 
the  causes  of  sickness.  They  could  not  observe 
the  inner  workings  of  the  human  body,  so  they 
concentrated  on  observing  the  changes  in  the 
patient’s  immediate  environment.  Explana- 
tions resulting  from  such  investigations  always 
fell  into  the  three  categories  mentioned  earlier. 
As  no  other  way  of  tracing  the  origin  of  sickness 
was  available,  the  explanations  were  soon  con- 
sidered concrete  causes;  and  the  theory  was 
formed. 

Examined  by  the  modern  scientific  eye,  the 
theory  is  unbelievably  primitive.5  It  stands  to 
reason  that,  once  a more  enlightened  theory  is 
offered,  this  ancient  crude  version  should  be 
discarded.  It  would,  be  so  if  the  ancient  theory 
did  not  support  thousands  of  years  of  successful 
practice.  As  it  is,  the  Chinese  medical 
philosophy  cannot  be  thrown  away  without 
changing  the  entire  practice,  which,  though 
based  on  a crude  philosophy,  has,  throughout 
the  years,  developed  enough  practical  theory 
by  direct  experiment  on  man  to  be  at  times 
more  effective  in  physical  medicine  than  its 
Western  counterpart.  Thus  today,  long  after  the 
first  introduction  of  modem  Western  medicine, 
Chinese  doctors  still  do  not  use  the  terms  cold 
and  flu  to  classify  and  prescribe  medication  for 
the  two  ailments,  even  though  the  terms  are 
commonly  used  in  everyday  life. 

In  Chinese  medicine,  colds  and  flu  are 
grouped  under  the  category  “sickness  oc- 
casioned by  outward  causes.”  This  category  in- 
cludes all  sickness  having  a fever  and  a dis- 
turbed pulse  at  the  first  level.6  As  can  be  easily 
seen,  this  definition  is  too  broad  to  be  taken  as 
the  name  for  a specific  disease  or  even  a specific 
kind  of  disease.  Within  the  broad  category,  sick- 
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ness  is  further  divided  into  two  groups  — dis- 
ease in  the  initial  stage  with  fever  as  the  main 
symptom,  where  the  removal  of  fever  often  re- 
sults in  cure;  and  disease  in  the  later  stages 
with  fever  as  a minor  symptom,  where  removal 
of  fever  does  not  end  in  recovery.  Colds  and  flu 
belong  to  the  first  group.7 

Besides  the  three  broad  categories  of  disease, 
Chinese  medicine  has  another  system  of  class- 
ification that  is  always  combined  with  these 
categories  in  forming  a diagnosis.  This  classifi- 
cation divides  disease  into  two  kinds  — sickness 
occasioned  by  cold  disease-causing  agents  and 
sickness  occasioned  by  hot  disease-causing 
agents.8  Three  factors  are  important  in  judging 
sickness  according  to  this  classification:  the  sea- 
son, the  patient’s  constitution,  and  the 
symptoms. 

Generally,  sickness  occasioned  by  cold  dis- 
ease-causing agents  are  more  prevalent  in  cold 
weather  than  those  occasioned  by  hot  disease- 
causing  agents,  while  the  reverse  is  true  in  hot 
weather,  though  the  patient’s  peculiar  constitu- 
tion may  cause  variation.  As  for  the  patient’s 
constitution,  it  is  well  known  that  Chinese 
medicine  considers  the  healthy  person  as  hav- 
ing the  proper  balance  of  Yin  and  Yang,  which 
means,  respectively,  body  fluid  (coldness)  and 
vital  energy  (heat).  Few  people  really  attain 
this  ideal  balance;  their  constitutions  lean 
either  toward  the  Yang  (thin,  energetic)  or  to- 
ward the  Yin  (flabby,  pale,  and  physically 
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weak),  thus  making  them  susceptible  to  sick- 
ness originated  by  the  reverse  characterized 
disease-causing  agents. 

Important  as  the  weather  and  constitution 
factors  are,  they  are  subordinate  to  the  consid- 
eration of  symptoms.  Abhorrence  of  coldness,9 
the  color  of  the  tongue  and  its  coating,  the  pulse 
rate,  the  presence  or  absence  of  thirst,  the  color 
of  the  face,  and  the  degree  of  fever  are  generally 
the  most  important  differentiating  symptoms.10 
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The  Basic  Type  of  Sickness 
Caused  by  Either  Hot  or  Cold 
Disease-Causing  Agents 

The  great  difference  between  sickness  of  hot 
origin  and  sickness  of  cold  origin  lies  in  one 
symptom  — abhorrence  of  coldness.  This 
symptom  is  prevalent  throughout  the  course  of 
illness  of  cold  origin,  while  the  reverse  is 
true  in  disease  of  hot  origin.  The  patient  may, 
at  the  onset,  feel  a slight  abhorrence  of  coldness 
which  will  normally  quickly  disappear,  maybe 
in  half  a day  or  a day.  From  then  on,  all  the 
symptoms  would  normally  manifest  excessive 
heat  in  the  body. 

In  a typical  case  of  sickness  caused  by  cold 
disease-causing  agents,  the  patient  complains 
of  a terrible  abhorrence  of  coldness,  a fever,  a 
headache,  a stiff  and  aching  neck,  a blocked 
and  running  nose,  an  itching  throat,  sneezing, 
and  a cough.  Examination  of  the  patient  shows 
a disturbed  pulse  at  the  first  level  and  a watery 
tongue  with  the  normal  pinkish  red  color.  The 
main  thing  a doctor  would  be  concerned  about 
at  this  point  would  be  whether  the  patient  had 
sweated.  If  he  had,  the  fever  would  be  relatively 
low,  while  if  he  had  not,  the  fever  would  be  high 
and  the  pulse  tense.  A high  fever  would  require 
profuse  sweating  as  cure,  while,  if  the  patient 
had  already  sweated,  a slight  sweating  would 
suffice.  Absence  of  previous  sweating  can  lead 
to  such  additional  symptoms  as  aching  skin  and 
joints  and  asthmatic  difficulty  in  breathing 
while,  at  the  same  time,  increasing  the  severity 
of  the  above  symptoms.11 


patient  may  have  sweated  before  or  is  sweating 
slightly.  The  fever  is  due  to  excessive  heat  in 
the  body  as  shown  by  most  of  the  symptoms.12 
Treatment  in  such  cases  is  concentrated  on 
eliminating  the  excessive  body  heat.13 

These  two  cases  present  the  most  basic 
types  in  the  hot  and  cold  groups  of  sickness. 
There  are  no  complications.  However,  the  pa- 
tient’s peculiar  constitution  and  the  rarity  of 
affliction  by  a single  type  of  disease-causing 
agent  — which,  in  the  case  of  sickness  caused 
by  outward  causes,  is  a change  in  weather  — 
often  causes  variations  in  the  basic  types.  A 
combination  of  “dampness”14  with  either  the 
cold  or  the  hot  disease-causing  agents  presents 
the  most  commonly  seen  variations.  “Damp- 
ness” manifests  itself  in  such  symptoms  as  a 
heaviness  of  head,  unexplainable  weariness 
and  heaviness  of  the  body,  a stifling  feeling  in 
the  chest,  aching  joints,  a sense  of  tastelessness 
in  the  mouth,  a constant  feeling  of  nausea,  and 
attacks  of  loose  bowels.  Long  as  the  list  is,  the 
patient  seldom  presents  all  the  symptoms  at 
one  time.15 

Another  group  of  most  commonly  seen  vari- 
ations arises  from  the  extreme  conditions  of  the 
patients’  constitutions.  Patients  deficient  in 
Y ang  — vital  energy  — may  present  weak  body 
resistance,  requiring  tonic  herbs  to  accompany 
the  normal  prescription,  while  patients  defi- 
cient in  Yin  — body  fluid  — may  present 
dangerously  dehydrated  conditions  owing  to  the 
excessive  heat  in  the  body,  requiring  drastic 
efforts  to  eliminate  the  heat  and  restore  the 
normal  amount  of  body  fluid.16 


A patient’s 

“abhorrence  of  coldness” 
is  the  key  to  an 
accurate  diagnosis. 


The  most  basic  type  of  sickness  in  the  hot- 
origin  group  generally  has  the  following 
symptoms:  a high  fever;  a headache;  a blocked 
nose;  a tongue  that  is  either  redder  than  normal 
as  a whole  or  has  heightened  color  along  the 
edges;  thirst  and  a craving  for  cold  drinks;  a 
sore,  red,  and  swollen  throat;  sticky,  yellow 
sputum;  a slightly  yellow  coating  on  the  tongue; 
and  a fast,  disturbed  pulse  at  the  first  level. 
The  high  fever  is  not,  like  the  basic  sickness  of 
cold  origin,  causes  by  absence  of  sweating.  The 
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Endnotes 

1 . A computer  search  of  Medline  and  Embase  data  bases  shows 
that  only  two  articles  have  been  written  on  the  Chinese  treatment 
of  common  colds  and  flu  since  1966.  One  article  published  in  the 
April,  1978,  issue  of  the  American  Journal  of  Chinese  Medicine  (pp 
187-205)  is  titled  “New  Medical  Therapy  for  the  Common  Cold, 
Influenza,  and  Bronchitis.”  The  new  therapies  mentioned  are  prod- 
ucts of  the  trend  to  force  Chinese  medicine  into  the  pattern  offered 
by  Western  medicine,  a vogue  fairly  fashionable  ten  years  ago.  None 
of  the  treatment  mentioned  in  the  article  ever  became  popular  or 
even  widely  known.  The  second  article  was  published  in  the  Janu- 
ary, 1981,  English  issue  of  the  Chinese  Medical  Journal  (pp  35-40) 
and  is  titled  “Effect  of  Radix  Astragali  Seu  Hedysari  on  the  Interfe- 
ron System."  The  article  is  a report  on  a laboratory  research  showing 
scientifically  that  milk  vetch  ( Radix  astragali  seu  hedysari ) is  good 
for  the  common  cold,  “especially  . . . [for]  those  with  chronic  bron- 
chitis,” whose  “lung”  has  been  weakened  by  the  chronic  disease. 

2.  Ernest  Jawetz  and  Moses  Grossman,  “Introduction  to  Infec- 
tious Diseases,”  in  Current  Medical  Diagnosis  and  Treatment  1983, 
ed  Marcus  A.  Krupp  and  Milton  J.  Chatton  (Los  Altos,  California: 
Lange  Medical  Publications,  1983),  p 809. 

3.  There  are  six  major  elements  in  weather:  wind,  coldness, 
sunstroke-giving  heat,  dampness,  dry  heat,  and  fierylike  heat.  Major 
states  of  mood  include  sadness,  brooding,  happiness,  anger,  sorrow, 
horror,  and  shock. 
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4.  I used  the  word  herb  here  to  cover  all  the  components  of 
medication  in  Chinese  medicine,  including  mainly  plants,  minerals, 
insects,  and  fossil. 

5.  Ignorance  was  largely  responsible  for  the  crudeness  of  the 
theory.  However,  the  preservation  of  the  theory  in  its  primitive 
condition  was  due  to  other  historic  limitations.  Religious  adherence 
to  the  style  used  by  early  doctors  played  a great  part  in  obstructing 
new  discoveries.  For  fuller  discussion,  see  the  part  under  the  subtitle 
“Some  Defects  in  Chinese  Medical  Practice.” 

6.  Chinese  medicine  divides  the  pulse  into  three  levels:  upper, 
middle,  and  lower.  The  levels  correspond  to  the  grades  of  body  de- 
fense and  the  stages  of  sickness.  When  body  resistance  is  strong 
and  sickness  is  at  its  initial  stage,  only  the  first  level  of  the  pulse 
would  be  disturbed. 

Besides  the  levels,  Chinese  medicine  has  a collection  of  mod- 
ifiers which  designate  the  different  sensations  of  the  fingers  when 
feeling  the  pulse.  To  facilitate  understanding,  I will  use  accompany- 
ing phrases  to  explain  the  varieties  of  the  pulse  the  first  time  they 
are  mentioned  in  this  article. 

7.  Half  of  the  practical  Chinese  medical  philosophy  and  at  least 
three-fifths  of  the  approximately  400  standard  prescriptions  in 
Chinese  medicine  deal  with  the  sickness  occasioned  by  outward 
causes.  The  two  medicines’  different  systems  of  classification  make 
it  impossible  to  equate  Western  names  of  sickness  with  those  of 
Chinese;  however,  when  only  symptoms  are  considered,  sickness 
originated  by  outward  causes  covers  most  of  the  infectious  diseases 
and  the  initial  stage  of  some  acute  type  of  chronic  disease,  eg, 
rheumatic  arthritis  and  glomerulonephritis. 

Actually,  Chinese  medicine  does  not  differentiate  between  dis- 
ease in  the  initial  stage,  with  fever  as  the  main  symptom,  and 
disease  in  later  stages,  with  fever  as  a minor  symptom.  I made  this 
distinction  to  clarify  understanding  and  avoid  cluttering  the  article 
with  irrelevant  information.  The  only  distinctions  Chinese  medicine 
makes  within  the  category  are  the  nature  of  the  sickness  and  its 
various  phases  of  development.  The  groups  of  symptoms  — of  which 
a few  correspond  to  those  of  colds  and  flu  — belong  to  the  initial 
stage.  Subsequent  variations  or  compliations  of  the  sickness  — for 
which  Western  medicine  would  designate  different  names  — are 
considered  the  later  developed  stages  of  the  same  sickness.  This 
peculiar  system  of  classification  necessarily  reduced  the  number  of 
disease  names  in  Chinese  medicine. 

Based  on  observation  of  the  most  drastic  changes  in  nature, 
which  tend  to  affect  strongly  the  physique  of  human  beings,  Chinese 
medicine  divides  all  sickness  basically  into  two  categories  — those 
of  cold  origin  and  those  of  hot  origin.  Two  major  Chinese  medical 
classics  — Shan  Han  Lun,  The  Tract  of  Disease  Caused  by  Cold 
Disease-Causing  Agents,  and  Wen  Re  Lun,  The  Tract  of  Disease 
Caused  by  Hot  Disease-Causing  Agents  — divide  the  sickness  oc- 
casioned by  outward  causes  into  two  groups  and  summarize  both 
groups’  possible  developments.  (For  years  the  title  of  the  first  classic 
was  mistranslated  into  Typhus  Fever.  The  term  shan  han  is  inter- 
changeable for  both  interpretations.) 

The  Tract  on  Disease  Caused  by  Cold  Disease-Causing  Agents 
groups  sickness  into  six  stages.  Sickness  strikes  at  the  first  stage, 
and  is  either  cured  at  that  or  subsequent  stages,  or  develops 
chronologically  through  to  the  last  stage,  or  combines  the  charac- 
teristics of  several  stages  concurrently.  Sometimes,  however,  sick- 
ness may  skip  the  initial  stage  and  plunge  straight  into  later  stages. 

The  initial  stage  is  characterized  by  a fever,  a headache,  a stiff 
and  aching  neck,  a tense  pulse  at  the  first  level,  and  abhorrence  of 
coldness.  The  types  of  sickness  caused  by  cold  disease-causing  agents 
mentioned  in  this  article  belong  to  this  stage. 

The  second  stage  is  characterized  by  a high  fever,  profuse  sweat- 
ing, abhorrence  of  heat,  extreme  thirst  and  craving  for  cold  drinks, 
and  a fast,  strong  pulse.  All  these  symptoms  manifest  excessive 
heat,  caused  by  the  disease-causing  agents  losing  their  original 
coldness  in  the  process  of  invading  the  interior  of  the  body. 

The  third  stage  is  characterized  by  alternating  fits  of  fever, 
abhorrence  of  coldness,  a bitter  taste  in  the  mouth,  a dry  feeling  in 
the  throat,  dizziness,  irritability,  a constant  feeling  of  nausea,  loss 
of  appetite,  and  a taut  pulse  and  a stifling  feeling  in  the  chest  and 
the  regions  along  the  ribs.  (According  to  the  symptoms,  the  third 
stage  should  be  a transition  between  the  first  and  the  second  stages. 
It  has  the  typical  symptoms  of  the  first  stage  — fever  and  abhorrence 


of  coldness  — and  some  of  the  excessive  heat  symptoms  of  the  second 
stage,  though  not  so  strong  — a bitter  taste  in  the  mouth  and  a dry 
feeling  in  the  throat.  Clinically,  the  third  stage  seldom  develops 
from  either  the  first  or  the  second  stage.  Most  of  the  time  it  exists 
as  a type  of  sickness  by  itself,  though  occasionally  it  does  develop 
from  a slight  case  of  the  first  stage.  When  treatment  is  delayed, 
instead  of  developing  into  a different  stage,  the  symptoms  of  the 
third  stage  simply  intensify;  the  coating  on  the  tongue  may  turn 
yellow,  the  pulse  may  become  more  taut,  and  sometimes  constipation 
may  appear.  At  such  times,  the  symptoms  resemble  those  of  certain 
types  of  jaundice,  infectious  hepatitis,  cholecystitis,  and  pan- 
creatitis. The  classic’s  mistaken  arangement  of  the  first  three  stages 
shows  that  the  order  of  development  it  expounds  is  more  imagined 
than  real.) 

The  fourth  stage  is  characterized  by  absence  of  fever,  terrible 
abhorrence  of  coldness,  distension  of  stomach  and  belly , loose  bowels, 


Dampness”  is  the 
most  common  cause 
of  variations 
in  symptoms. 


or,  sometimes,  a stomachache  that  subsides  a little  when  pressed 
with  a warm  hand,  absence  of  thirst,  nausea,  total  absence  of  appe- 
tite, a weak  pulse,  and  a normal  temperature  in  the  extremities. 

The  fifth  stage  is  characterized  by  absence  of  fever,  terrible 
abhorrence  of  coldness,  cold  extremeities,  loose  bowels  with  the 
discharged  waste  in  totally  undigested  form,  weariness  and  sleepi- 
ness, and  a small,  weak,  and  dying-out  pulse.  The  last  stage  is 
characterized  by  alternative  warmth  and  coldness  in  the  extremities 
and  a general  mixture  of  cold  and  hot  symptoms:  thirst  (hot),  a 
feeling  of  heat  in  the  chest  (hot),  hunger  but  no  inclination  for  food 
(cold),  and,  sometimes,  vomiting  of  ascaris  (cold). 

Chinese  medicine  believes  that  fever  is  caused  by  the  struggle 
between  the  body  resistance  and  the  disease-causing  agents.  Though 
it  is  the  main  symptom,  the  presence  of  fever  reassures  the  existence 
of  strong  body  resistance  and  is  therefore  a good  sign.  Absence  of 
fever  normally  is  an  ominous  signal,  especially  when  terrible 
abhorrence  of  coldness,  cold  extremities,  and  loose  bowels  with  the 
discharged  waste  in  totally  undigested  form  are  prominent 
symptoms.  Fever  is  present  in  the  first  three  stages,  while  it  is 
absent  in  the  last  three  stages. 

The  hot  symptoms  in  the  last  stage  are  not  caused  by  strong 
body  resistance  or  excessive  heat.  The  warmth  in  this  case  is  the 
vitality  which  is  being  pushed  out  by  the  disease-causing  agents. 
The  hot  symptoms  are  false  because  the  body  is  already  so  weak 
that  it  could  not  digest  food  — the  reason  for  the  disinclination  for 
food  — and  so  cold  in  the  interior  that  ascaris  is  vomited.  If  the 
period  of  warmth  in  the  extremities  is  longer  than  that  of  coldness, 
the  patient  may  still  have  a chance  of  revival;  otherwise,  the  patient 
is  beyond  hope. 

The  Tract  of  Diseases  Caused  by  Hot  Disease-Causing  Agents 
has  another  system  of  classification;  it  groups  sickness  into  four 
stages.  The  different  variations  of  sickness  caused  by  hot  disease- 
causing  agents  mentioned  earlier  in  the  article  characterize  the 
first  stage. 

A high  fever,  absence  of  abhorrence  of  coldness,  thirst,  and 
yellow  coating  on  the  tongue  characterize  the  second  stage.  Addi- 
tional symptoms  at  this  stage  include  constipation,  or,  sometimes, 
uncontrollable  outflow  of  fluid  from  the  burning  anus  (excessive 
heat  in  the  colon);  a bitter  taste  in  the  mouth;  quick  alternations 
of  coldness  and  fever;  nausea,  or  a constant  feeling  of  nausea;  disten- 
sion or  aches  in  the  region  of  stomach  and  ribs,  which  get  worse 
when  touched  (excessive  heat  in  the  “gall  bladder”);  or  a high  fever 
that  subsides  a little  after  each  sweating;  weariness  and  heaviness 
of  the  body;  a stifling  feeling  in  the  chest;  no  appetite  and  a constant 
feeling  of  nausea;  loose  bowels;  yellow  coating  on  the  tongue;  and 
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a fast,  sluggish  pulse  (a  combination  of  “dampness”  and  excessive 
heat  affecting  the  “stomach”  and  the  “spleen”). 

The  third  stage  is  characterized  by  delirium  or  unconsciousness, 
a fever  that  goes  up  regularly  at  night,  a dry  feeling  in  the  mouth 
but  no  inclination  for  drink,  a slight  suggestion  of  rash,  bright  red 
or  dark  red  tongue,  and  a small,  fast  pulse.  The  fourth  stage  is 
characterized  by  a high  fever,  restlessness  or  violence  while  uncon- 
scious, ravings,  convulsions,  outbreak  of  rash,  tongue  in  the  darkest 
shade  of  red,  and  hemorrhage,  either  through  vomiting,  coughing, 
nose,  stool,  or  urine. 

As  can  be  seen  easily,  the  last  two  stages  denote  the  terminal 
or  crisis  phase  of  sickness.  Chinese  medicine  believes  that  the  alarm- 
ing symptoms  result  from  the  excessive  heat’s  invasion  of  the  blood 
and  the  “heart,”  a concept  which  includes,  besides  the  physical  heart, 
part  of  the  blood  circulation  and  the  greater  part  of  the  central 
nervous  system.  Treatment  is  to  use  herbs  particularly  effective  in 
eliminating  excessive  heat  without  taxing  the  almost-bumed-up 
body  fluid.  Normally,  if  treated  in  time  and  correctly,  sickness  could 
be  cured  before  it  develops  into  the  last  two  stages.  However,  with 
patients  deficient  in  Yin  — body  fluid  — sickness  may  develop  into 
the  last  two  stages  soon  after  the  onset,  sometimes  even  before  the 
patients  get  to  the  doctor. 

Generally,  sickness  caused  by  cold  disease-causing  agents  has 
fewer  variations  and  is  normally  less  serious  than  sickness  caused 
by  hot  disease-causing  agents,  which  is  far  more  contagious  and 
often  spreads  into  epidemics. 

I made  this  brief  survey  of  the  scope  of  sickness  occasioned  by 
outward  causes  to  illustrate  how  Chinese  medicine  identifies  sick- 
ness, believing  it  will  further  clarify  how  colds  and  flu  are  classified 
in  the  ancient  medicine. 

8.  The  term  “disease-causing  agents”  is  coined  for  this  article. 
Unable  to  trace  the  objective  causes  of  sickness  and  being  partly 
influenced  by  superstition,  the  ancient  Chinese  termed  all  the  causes 
of  disease  “evil.”  Though  the  term  carries  superstitious  connotation, 
Chinese  doctors  used  it  throughout  the  centuries  more  for  lack  of 
a better  term  than  for  superstitious  reasons.  At  present,  “evil”  is 
the  standard  term  for  translation.  However,  I choose  to  use  the  term 
“disease-causing  agents,”  which,  though  not  a great  deal  more  spe- 
cific than  the  standard  counterpart,  at  least  clears  the  ancient 
medicine  of  any  possible  charges  of  superstition. 

9.  The  term  “abhorrence  of  coldness”  is  used  to  cover  the 
symptoms  of  sensitivity  to  coldness.  The  symptoms  include  chilli- 
ness. goose-skin,  shrinking  from  anything  cold  to  the  touch,  avoiding 
cold  drinks,  shivering,  and  feeling  drafts  when  healthy  people  can 
detect  little  movement  of  the  air. 

10.  When  the  patient  is  afflicted  with  sickness  originated  by 
cold  disease-causing  agents,  he  will  pile  layers  of  clothes  on  himself 
and  shrink  from  touching  anything  cold.  His  tongue  will  be  large 
and  tender,  and  its  color  will  be  pink,  while  the  coating  will  be 
white  and  maybe  watery.  His  pulse  rate  could  be  normal,  slow,  or 
tense.  He  will  hardly  be  thirsty,  but,  on  rare  occasions,  when  he  is, 
he  will  ask  for  hot  or  warm  drinks,  and  only  sip  a little.  His  face 
would  likely  be  pale.  His  fever,  if  he  has  one,  would  normally  be 
relatively  low,  though  occasionally  lack  of  sweating  can  cause  a 
high  fever  accompanied  by  a flushed  complexion,  a cough,  watery 
phlegm,  and  itchiness  in  the  throat.  On  the  other  hand,  if  the  patient 
is  afflicted  with  sickness  occasioned  by  hot  disease-causing  agents, 
he  will  not  be  afraid  of  coldness  or  he  may  have  been  afraid  of 
coldness  at  the  onset  but  quickly  lost  that  symptom.  He  may  wear 
less  than  normal  layers  of  clothes.  The  color  of  his  tongue  or  just 
the  tip  of  the  tongue  will  be  red,  with  or  without  yellow  coating. 
His  pulse  rate  will  be  faster  than  normal.  He  could  have  a sore 
throat,  a cough,  and  yellow  phlegm.  He  will  be  thirsty  and  might 
crave  cold  drinks.  His  face  will  likely  be  flushed.  And  his  fever  will 
be  fairly  high. 

11.  There  are  two  prescriptions  for  the  basic  type  of  sickness 
caused  by  cold  disease-causing  agents.  The  first  is  mahuang  pre- 
scription which  consists  of  mahuang  ( Herba  ephedrae ),  cassia  twigs 
( Ramulus  cinnamomi),  apricot  kernel,  and  honey-cured  licorice  root 
( Radix  glycyrrhizae).  The  second  is  cassia  twigs  prescription  which 
consists  of  cassia  twigs,  root  of  herbaceous  peony  ( Radix  paeoniae 
alba,  sour  and  cool-propertied),  fresh  ginger,  Chinese  dates  (sweet 
and  warm-propertied),  and  honey-cured  licorice  root.  Mahuang  pre- 
scription is  used  when  the  patient  has  had  no  previous  sweating,  a 


high  fever,  aching  joints,  tight  and  aching  skin,  and  a cough.  In  this 
prescription,  mahuang  and  cassia  twigs  are  used  for  causing  sweat, 
apricot  kernel  for  the  cough,  and  honey-cured  licorice  root  to  restrain 
the  drastic  effect  of  the  mahuang  and  cassia  twigs  combination. 
Cassia  twigs  prescription  is  used  when  the  patient  had  sweated  pre- 
viously or  is  sweating  slightly  with  consequently  less  severe 
symptoms.  Fresh  ginger  helps  cassia  twigs  in  bringing  up  the  body 
temperature,  while  the  root  of  herbaceous  peony,  honey-cured 
licorice  root,  and  Chinese  dates  all,  in  varying  degrees,  soften  the 
effects  of  the  other  two  herbs. 

Frequently,  the  patient  has  only  a slight  case  of  the  basic  type: 
a slight  abhorrence  of  coldness,  no  previous  sweating,  a slightly 
stuffed  nose,  an  itching  throat,  a slightly  dry  cough,  a watery  tongue 
with  the  normal  pinkish  red  color,  and  a slightly  disturbed  pulse 
at  the  first  level.  A prescription  named  green  onion  and  preserved 
soybean  prescription,  consisting  only  of  those  two  herbs,  is  used  for 
the  slight  case  of  the  basic  type. 

When  complications  in  a slight  case  arise,  certain  spicy,  warm- 
propertied,  and  sweat-causing  herbs  are  used  to  deal  with  the  special 
symptoms:  leaf  of  purple  perilla  (Polium  perillae ) specializes  in  cur- 
ing cough  and  a stifling  feeling  in  the  chest,  dahurian  angelica 
(Angelica  anomala)  specializes  in  curing  blocked  nose  and  headaches 
that  concentrate  in  the  forehead,  ligusticum  (Nothosmyrnium 
japonicum)  specializes  in  curing  headaches  that  concentrate  on  the 
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top  of  the  head,  fanfen  (Radix  ledebouriellae ) specializes  in  curing 
aching  joints  and  itchy  rashes,  and  jingjie  ( Herba  schizonepetae) 
specializes  in  curing  headaches,  bloodshot  eyes,  and  swollen  and 
sore  throat. 

12.  Heightened  color  — flushed  face,  red  lips,  red  or  scarlet 
tongue  — thirst,  and  craving  for  cold  drinks  generally  signal  the 
presence  of  excessive  heat  in  the  body.  See  footnotes  7 and  10. 

13.  The  herbs  generally  used  for  eliminating  excessive  heat  are 
honeysuckle  flower  ( Flos  lonicerae),  weeping  forsythia  ( Fructus  for- 
sythiae),  primarily  eliminating  the  heat  from  the  body;  gypsum 
( Gypsum  fibrosum),  eliminating  heat  and  curing  insatiable  thirst; 
bamboo  leaves,  common  reed  rhizome  (Rhizoma  phragmitis), 
eliminating  heat,  stopping  thirst,  and  getting  rid  of  excessive  body 
fluid  through  urine;  achene  of  great  burdock  (Fructus  arctii ),  root 
of  balloon  flower  (Radix  platycodi ),  licorice  root  (Radix  glycyrrhizae), 
primarily  clearing  the  swollen  throat  and  eliminating  sputum; 
white  mulberry  leaves  (Folium  mori),  chrysanthemum,  primarily 
clearing  headaches;  fritillary  bulb  (Bulbus  fritillariae  thunbergii ), 
peel  of  Mongolian  snakegourd  (Pericarpium  trichosanthis) , primar- 
ily dealing  with  cough  and  yellow  sputum;  talc  (Talcum),  lotus  leaf 
(Folium  nelumbinis),  Job’s  tears  ( Semen  coicis),  eliminating  exces- 
sive heat  through  urine  without  taxing  the  body  fluid;  root  of 
straight  ladybell  ( Radix  adenophorae  strictae),  pear  peel,  root  of 
American  ginseng  (Radix  panacis  quinquefolii),  generating  fluid; 
capejasmine  (Fructus  gardeniae,  bitter  and  cold-propertied),  very 
effective  at  eliminating  excessive  heat  accumulated  in  the  chest; 
root  of  Chinese  trichosanthes  (Trichosanthes  japonica),  root  of  re- 
hmannia  ( Radix  rehmannia),  root  of  Zheijang  figwort  (Radix 
scrophulariae),  tuber  of  dwarf  lily  turf  (Radix  ophiopogonis), 
generating  fluids  in  an  emergency;  and  swallowwart  (Radix  cynan- 
chi  atrati),  noted  for  eliminating  heat  without  taxing  the  body  fluid. 
None  of  these  herbs  is  spicy,  a taste  that  normally  taxes  body  fluid 

Unlike  the  sickness  occasioned  by  cold  disease-causing  agents, 
which  tends  to  stay  static  for  a period  of  time,  sickness  originating 
from  hot  disease-causing  agents  develops  quickly.  For  this  reason, 
few  prescriptions  are  standardized  at  the  initial  stage.  Most  of  the 
time,  doctors  make  up  their  prescriptions  according  to  the  patient’s 
symptoms  and  the  herbs’  nature  and  effects.  However,  there  are 
two  standard  prescriptions.  Honeysuckle  flower  and  weeping  for- 
sythia prescription  (honeysuckle  flower,  weeping  forsythia,  pre- 
served soybean,  jingjie,  peppermint,  achene  of  great  burdock,  root 


322 


Oklahoma  State  Medical  Association 


of  balloon  flower,  licorice  root,  bamboo  leaves,  and  common  reed 
rhizome)  is  considered  effective  for  the  basic  sickness,  while  white 
mulberry  leaf  and  apricot  kernel  prescription  (root  of  straight 
ladybell,  pear  peel,  root  of  American  ginseng,  apricot  kernel,  fritil- 
lary bulb,  cape  jasmine,  preserved  soybean,  and  white  mulberry 
leaf)  is  regarded  as  good  when  sickness  is  caused  by  a combination 
of  dry  heat  and  hot  disease-causing  agents  (see  footnote  15). 

14.  “Dampness,”  a term  to  denote  certain  weather  conditions, 
is  used  in  Chinese  medicine  to  name  the  excessive  body  fluid  condi- 
tion in  a patient.  Chinese  medicine  believes  that  excess  humidity 
in  either  the  weather  or  the  patient’s  dwelling  place  often  results 
in  the  patient’s  accumulating  an  abnormal  amount  of  body  fluid. 

15.  For  sickness  of  cold  origin,  only  one  combination  with 
“dampness”  is  commonly  seen.  In  this  case,  the  patient  normally 
has  some  of  the  following  symptoms  besides  those  of  the  basic  sick- 
ness: a heaviness  of  head,  unexplainable  weariness  and  heaviness 
of  the  body,  a stifling  feeling  in  the  chest,  aching  joints,  a sense  of 
tastelessness  in  the  mouth,  and  maybe  a constant  feeling  of  nausea 
or  attacks  of  loose  bowels.  An  examination  of  the  patient  shows  a 
soft,  small,  and  at  times  taut,  pulse  at  the  first  level  and  a normal- 
colored  tongue  with  thick,  sticky  white  coating. 

Several  herbs  having  the  effect  of  drying  up  excessive  sputum 
and  “dampness”  are  frequently  used  with  Chinese  atractylodes  ( At - 
ractylis  lancea)  to  cure  the  “dampness”  variation:  fangfen  ( Radix 
ledebouriellae) , bark  of  official  magnolia  ( Cortex  magnoliae  of- 
ficinalis), pinella  (Rhizome  pinelliae ),  dried  orange  peel,  tuckahoe 
(Pachyma  cocos),  and  umbellate  pore  fungus  ( Umbellate  pore  fun- 
gus). 

Another  variation  of  the  basic  type  of  sickness  due  to  cold  origin 
frequently  occurs  when  treatment  is  delayed.  The  patient  may  still 
abhor  coldness  and  has  a fever,  but  he  will  also  have  such  hot 
symptoms  as  irritability  due  to  a feeling  of  excessive  heat  in  the 
chest;  thirst;  sore  throat;  dry,  quick  cough;  sticky  yellow  coating  on 
the  tongue;  and  sometimes  sudden  loss  of  voice.  Such  change  in 
symptoms  is  called  “heat  wrapt  in  coldness,”  the  explanation  being 
that,  in  invading  the  interior  of  the  body,  part  of  the  cold  disease- 
causing  agent  became  warm  and  lost  its  original  coldness. 

For  the  “heat  wrapt  in  coldness”  variation,  a prescription  called 
mahuang,  apricot  kernel,  gypsum,  and  licorice  root  prescription  is 
normally  used.  The  prescription  consists  only  of  these  herbs.  Gyp- 
sum quenches  the  excessive  heat,  mahuang  takes  care  of  the  cold 
symptoms,  apricot  kernel  cures  the  cough,  while  licorice  root  puts 
a restraining  hand  on  all  the  effects. 

For  sickness  of  hot  origin,  three  types  of  combinations  with 
“dampness”  are  commonly  seen.  When  the  basic  sickness  is  com- 
bined with  “dampness,”  either  due  to  the  weather  or  the  living 
conditions  or  the  patient’s  original  excessive  body  fluid  constitution, 
such  additional  symptoms  may  be  seen:  heaviness  of  head,  overall 
heaviness  and  weariness  in  the  body,  a stifling  feeling  in  the  chest, 
a constant  feeling  of  nausea,  yellow  urine,  and  sticky  yellow  coating 
on  the  tongue.  The  last  two  symptoms  and  the  basic  symptoms 
differentiate  this  variation  from  its  counterpart  in  the  cold  origin 
group. 

When  the  basic  sickness  is  combined  with  “dampness”  and 
sunstroke-giving  heat  in  summer,  the  following  symptoms  are  com- 
monly seen:  abhorrence  of  coldness,  a relatively  high  fever,  sweat- 
ing, heaviness  and  weariness  in  the  body,  thirst,  short  and  red  urine, 
sticky  and  yellow  coating  on  the  tongue,  and  a fast  pulse  that  some- 
how gives  the  sensation  that  it  moves  sluggishly  along  the  blood 
vessel.  This  group  of  symptoms  occurs  often  when  the  weather  is 
stifling  hot  and  humid. 

Another  variation  of  the  basic  sickness,  also  due  to  “dampness” 
and  excessive  heat,  may  have  the  following  symptoms:  a low  fever 
that  runs  up  regularly  in  the  afternoon;  a headache;  the  head  feels 
dizzy  and  heavy  as  if  it  were  wrapt  in  a thick  turban;  weariness 
and  heaviness  in  the  limbs;  a stifling  feeling,  or  sometimes  a sensa- 
tion of  hard  objects,  in  the  chest  and  stomach  region;  a sticky  feeling 
in  the  mouth;  not  thirsty;  sticky,  white  coating  on  the  tongue;  and 
a slow,  sluggish  pulse.  This  group  of  symptoms  is  often  seen  in 
summer  and  fall.  This  variation  is  far  more  contagious  than  the 
one  above  and  is  not  so  easily  cured  because  of  the  excessive  sticky 
“dampness”  shown  by  the  symptoms,  which  is  far  harder  to  clear 
than  the  excessive  heat.  This  group  of  symptoms  seems  to  resemble 
those  in  the  initial  stage  of  typhus  fever,  salmonellosis,  and  acute 


infections  of  the  stomach  and  the  intestines. 

Another  variation  may  be  caused  by  a combination  of  the  dis- 
ease-causing agents  of  the  basic  type  with  dry  heat  like  that  usually 
seen  in  the  fall.  Under  such  circumstances,  the  patient  would  have 
the  following  additional  symptoms:  a dry  cough,  a sensation  of  dry- 
ness in  the  throat  and  mouth,  thirst,  an  abnormally  redder  tongue 
with  little  fluid  or  coating  on  the  surface,  a sensation  of  excessive 
heat  in  the  chest  resulting  in  irritability,  and  a slightly  fast  pulse. 
The  additional  symptoms  all  show  that  a dry  heat  is  quickly  burning 
up  the  body  fluid.  Treatment  would  be  to  eliminate  the  heat  and  to 
make  up  the  loss  of  body  fluid. 

For  a list  of  the  herbs  used  for  these  variations  see  footnote  13. 

16.  Under  normal  healthy  conditions,  people  deficient  in  Yang 
are  always  pale,  flabby,  easily  tired,  sleepy,  very  sensitive  to  cold- 
ness, and  generally  have  difficulty  maintaining  normal  body  tem- 
perature. When  these  people  come  down  with  sickness  caused  by 
cold  disease-causing  agents,  they  not  only  have  a relatively  low 
fever  and  a terrible  abhorrence  of  coldness,  but  they  also  frequently 
have  such  additional  symptoms  as  overall  weariness;  shortness  of 
breath;  little  inclination  for  conversation  because  of  weariness;  a 
large,  tender,  and  pale  pinkish  tongue;  and  a weak  disturbed  pulse 
at  the  first  level.  At  such  times,  pure  sweating  is  not  advisable  as 
a cure.  Such  treatment  may  end  with  the  patient  fainting  or  even 
dying  from  excessive  sweating.  Pure  sweating  as  a cure  must  defi- 
nitely be  prohibited  if  the  patient  has  the  following  symptoms:  blood- 
less lips  and  complexion,  a pale  and  abnormally  large  tongue,  small 
and  low  voice,  cold  extremities,  and  a weak  pulse  that  can  be  felt 
only  at  the  third  level.  Treatment  in  the  first  case  is  to  use  tonics 
together  with  sweat-causing  herbs,  while,  in  the  second  case,  bring- 
ing up  the  body  temperature  is  far  more  important  than  anything 
else. 

Dangshen  ( Radix  codonopsis  pilosulae,  an  inferior  kind  of  gin- 
seng), large-headed  atractylodes  ( Rhizoma  atractylodis  mac- 
rocephalae),  and  milk  vetch  (Radix  astragali  seu  hedysari)  are  used 
frequently  with  whatever  prescription  the  symptoms  justify  for  pa- 
tients deficient  in  Yang  — vital  energy.  The  herbs  normally  used 
for  bringing  up  the  body  temperature  in  emergencies  are  monkshood 
(Radix  aconiti  praeparata ),  bark  of  Chinese  cassia  tree  ( Cortex  cin- 
namomi),  and  dried  ginger.  These  three  herbs  belong  to  the  spiciest 
and  hottest  propertied  category. 

Just  as  people  deficient  in  Yang  — vital  energy  — have  special 
symptoms,  so  do  those  deficient  in  Yin  — body  fluid.  These  people 
are  normally  thin,  energetic,  and  more  sensitive  to  heat  than  cold- 
ness. When  such  people  come  down  with  sickness  of  hot  origin,  to 
which  they  are  more  susceptible  than  that  of  cold  origin,  they  often 
have  the  following  additional  symptoms:  dizziness,  a sensation  of 
excessive  heat  in  the  chest  resulting  in  irritability,  thirst,  a feeling 
of  dryness  in  the  throat,  a dry  cough,  little  or  no  sweating,  burning 
palms  and  soles,  a redder  than  normal  tongue  that  is  abnormally 
smaller  and  thinner,  and  a small,  fast  pulse.  The  last  three 
symptoms  show  that  the  body  is  dangerously  drained  of  body  fluid, 
which  makes  this  group  of  symptoms  far  more  serious  than  the  one 
above.  Replacing  lost  body  fluid  should  be  the  prime  concern  in 
treatment.  The  herbs  generally  used  are  bamboo  leaves,  achene  of 
great  burdock  ( Fructus  arctii),  peel  of  Mongolian  snakegourd 
(Pericarpium  trichosanthis),  drug  solomonseal  (Rhizoma  polygonati 
odorati),  root  of  rehmannia  (Radix  rehmannia),  root  of  Zheijang 
figwort  (Radix  scrophulariae ),  tuber  of  dwarf  lilyturf  (Radix 
ophiopogonis),  and  swallowwort  (Radix  cynanchi  atrati ). 

Hong  Liu,  Department  of  English,  Morrill  Hall  205,  Ok- 
lahoma State  University,  Stillwater,  Oklahoma  74078. 
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I had  some  notion  of  what  Ed  Norfleet  was 
like  before  I met  him.  He’d  been  described 
as  a big,  no-nonsense  man,  with  clear,  direct 
eyes  and  an  almost  legendary  record  of  service 
to  Oklahoma  medicine. 

I thought  of  this  as  I drove  the  ribbon  of 
road  between  Oklahoma  City  and  Vinita,  Dr 
Norfleet’s  new  home.  I thought,  too,  of  the  words 
of  a friend  and  admirer  of  his: 

“He’s  a deceptive  man.  There  are  times 
when,  if  you  aren’t  very  careful,  you’ll  wonder 
if  he  has  both  oars  in  the  water,  and  then  sud- 
denly discover  that  he’s  being  absolutely  bril- 
liant.” 

I found  Dr  Norfleet  at  his  work  in  Vinita. 
He  is  presently  senior  staff  psychiatrist  at  East- 
ern State  Hospital.  The  hospital  is  on  a hilltop, 
a scattering  of  red  brick,  red-tile-roofed  build- 
ings, surrounded  by  new  mown  lawns  and 
orange  flowers  baking  in  the  Oklahoma  sun. 

I pulled  up  to  the  administration  building, 
went  in,  and  asked  for  Dr  Norfleet.  I spoke  to 
him  on  the  telephone  there,  and  he  told  me  he’d 
be  available  in  a few  minutes.  Waiting,  I be- 
came aware  of  how  time  slows  down  outside 
Oklahoma  City! 

Dr  Norfleet,  however,  was  on  the  move 
when  he  came  in.  I would  have  recognized  him, 
even  without  the  outstretched  hand  and  the  use 


of  my  name.  He  was  much  as  expected,  a big 
man  who  looked  well  and  moved  well.  He  was 
clearly  a no-nonsense  man,  a busy,  energetic 
man.  That,  too,  struck  me  as  paradoxical,  for 
there  was  no  conflict  between  the  feeling  that 
he  was  forever  on  the  move,  and  that  he  had 
all  the  time  for  me  that  we  would  need. 

He  was  obviously  pleased  that  the  OSMA 
would  recognize  his  work  in  this  way  (naming 
him  a Leader  in  Medicine),  and  proud  too,  of  a 
very  recent  resolution  from  the  Oklahoma  State 
Medical  Association  House  of  Delegates,  com- 
mending him  on  his  long  years  of  service  and 
his  move  to  new  duties  in  Vinita. 

From  what  I learned  both  from  Dr  Norfleet 
and  from  his  colleagues,  no  commendation  was 
more  deserved.  Ed  has  been  vice-president  of 
the  state  medical  association  on  two  occasions, 
has  been  on  the  editorial  board  of  the  Journal, 
has  served  as  trustee  some  eighteen  years,  and 
has  been  on  more  boards  and  councils  and  com- 
missions than  is  practical  to  mention. 

He  had  just  returned  from  the  association’s 
Annual  Meeting.  He  told  me  he’d  attended 
twenty-nine  of  these  meetings. 

I read  the  commendation,  and  it  was  appar- 
ent that  the  association  was  even  prouder  of 
what  he  had  done  to  earn  it  than  he  was  to 
receive  it. 
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“I’ll  drive  you  around  the  place  a little,” 
Ed  offered.  We  got  in  his  car  and  he  began  to 
point  out  buildings  and  aspects  of  his  work 
there.  Most  striking  to  me  was  a maximum  sec- 
urity enclosure  where,  now  and  then,  inmates 
from  death  row  are  kept  for  observation.  “We 
are  very  careful  not  to  wrong  the  mentally  dis- 
turbed,” Ed  said.  “With  these,  as  with  other 
patients  sent  us  by  law  agencies,  my  role  is 
treatment,  after  evaluation  by  Dr  Garcia, 
another  staff  doctor.” 

At  the  top  of  the  heavy  wire  fence  that  sur- 
rounded the  maximum-security  enclosure  was 
rolled  barbed  wire,  concertina,  the  kind  we 
made  and  used  as  engineers  in  World  War  II. 

Behind  the  barbed  enclosure,  cows  grazed 
in  an  open  field.  “We’re  set  in  the  middle  of  a 
farm,”  Ed  said.  He  was  aware  of  the  contrast, 
as  was  I. 

As  we  talked,  I noted  a solid  affection  for 
the  hospital,  and  an  unusual  knowledge  of  its 
history,  including  tales  too  apocryphal  and 


earthy  to  include  here. 

Dr  Norfleet  spoke,  too,  of  changes,  of  going 
from  early  conditions  of  perhaps  three  thousand 
patients  and  very  few  doctors  to  the  present 
conditions  of  about  three  hundred  patients  and 
as  many  as  thirty  staff  physicians.  Advances 
in  treatment,  especially  in  new  drugs,  he  says, 
are  responsible  for  much  of  the  change. 

“Let’s  go  out  to  the  house,”  he  suggested. 
“We  can  talk  comfortably  there.  My  wife’s  out 
of  town,  and  we  can  have  the  house  to  our- 
selves.” 

From  the  hospital  we  drove  to  Dr  Norfleet’s 
spacious,  comfortable  new  home.  “Come  in, 
come  in,”  he  urged,  and  then,  “if  my  wife  were 
here  she’d  say  I shouldn’t  have  you  in  with  the 
house  like  this!” 

The  house  is  certainly  fine  — neat  enough 
for  anyone,  but  I’m  married,  too,  and  I knew 
what  he  meant.  He  looked  at  me  out  of  those 
direct  eyes,  and  he  knew  we  had  communicated. 
Dr  Norfleet  is  an  easy  man  to  talk  to!  We  settled 
on  the  sofa. 

I asked  about  his  roots,  his  childhood,  won- 
dering, as  I do,  how  early  in  life  a man  makes 
the  decisions  and  turns  that  let  him  emerge  as 
an  accomplisher,  a leader  in  medicine  for  over 
thirty  years. 

He  told  me  he  was  born  in  Des  Arc,  Arkan- 
sas. His  mother  was  a school  teacher,  his  father 
an  early  victim  of  diabetes.  “We  were  poor, 
growing  up,”  he  commented,  but  there  is  no- 
thing in  his  voice  or  in  his  eyes  that  suggests 
his  success  has  been  the  result  of  some  drive  to 
overcompensate.  He  has  four  brothers,  no  sis- 
ters. The  brothers,  as  he  has,  have  grown  up  to 
be  successful,  responsible  professionals  and 
businessmen.  He  sounds  quietly  affectionate  as 
he  mentions  them. 

His  eyes  twinkled  a bit  as  he  spoke  of 
school.  “I  graduated  from  college  at  nineteen. 
I had  a pushy  mama!” 

“College”  was  Baylor  University,  where  he 
earned  BS  and  MS  degrees  in  chemistry.  He 
financed  his  undergraduate  and  medical  de- 
grees by  working,  and  later,  through  the  GI 
Bill,  after  he  returned  from  service  with  the 
Third  Army  in  Europe,  he  became  eligible  for 
schooling  benefits.  He’s  enthusiastic  about  the 


In  a sometimes  bleak  environment,  Ed  Norfleet 
radiates  warmth  and  informality. 
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The  maximum-security  enclosure  at  Eastern  State 
Hospital  is  a grim  but  necessary  part  of 
Ed  Norfleet’s  surroundings. 

GI  Bill  — and  worries  that  this  kind  of  thing 
may  cease  to  be.  The  bill  was  a good  two-way 
thing,  he  told  me.  It  helped  him  through  his 
medical  training,  and  he  has  returned  far  more 
than  he  received  in  increased  income  taxes  as 
a result  of  his  medical  education.  He’s  convinced 
that  the  educational  money  from  the  govern- 
ment in  the  GI  Bill  helped  many  others,  and 
was  a good  investment  for  the  government  as 
well,  to  say  nothing  of  the  social  benefits  of 
having  a more  highly  educated  public. 

Earlier,  to  finance  his  undergraduate  work, 
he  did  things  like  mow  lawns.  He  smiled  faintly 
as  he  said,  “I  mowed  the  president’s  lawn  at 
Baylor.”  He  grew  more  serious  as  he  mused: 
“There’s  not  a lot  in  that.  There’s  only  so  many 
lawns  to  mow.”  And  then  in  what  appeared  to 
be  a digression,  but  really  wasn’t,  “I  always 
wanted  to  be  a doctor!” 

The  military  experience  and  the  war  years 
appear  to  have  had  another  significant  effect 
on  his  life.  Like  so  many  of  his  generation  and 
mine,  he  found  that  World  War  II  cut  sharply 
across  his  youth,  sucked  him  into  the  vortex  of 
violence  and  strange  experiences,  and  spit  him 
out  overseas  for  a time.  Ed  went  into  Europe 
shortly  after  D day,  survived,  as  an  enlisted 
man  earned  successive  promotions  to  the  rank 
of  staff  sergeant,  then  was  commissioned.  After 
the  war,  he  was  assigned  to  recruiting  duty  in 
Arkansas. 

The  duty  was  not  bad,  he  told  me,  but  the 
time  came  when  the  army  said,  “Either  sign  up 
and  become  regular  army  or  get  out.”  Ed  chose 
to  get  out  and  further  his  education. 

He  ran  for  the  state  legislature  on  a 
CLEAN  UP  ARKANSAS  platform,  was 
elected,  and  served  in  the  legislature  for  many 
years. 

In  talking  to  some  of  his  friends  about  his 
legislative  years,  I learned  some  interesting 
things. 

“Ed  has  one  of  the  best  built-in  ‘manure 
detectors’  I have  ever  seen,”  one  friend  told  me. 
“In  the  legislature,  he  had  a reputation  for  cut- 
ting through  cover-ups  to  get  to  what  really 
was  going  on.  He  certainly  wasn’t  a man  you 
wanted  to  deceive.  Besides  that,  he  had  little 
patience  with  stupidity  and  had  the  vocabulary 
to  cut  it  off  at  the  boot  tops.” 


I could  visualize  that,  too,  as  I talked  with 
Ed.  While  he  was  in  the  legislature,  he  went  to 
medical  school  at  the  University  of  Arkansas 
School  of  Medicine.  He  received  his  MD  degree 
there  and  interned  at  Crawford  W.  Long  Hospi- 
tal at  Emory  University. 

After  that,  he  entered  private  practice  in 
Sapulpa,  where  he  became  vice-president  of 
Curry  Hospital  and  Clinic.  He  served  there  for 
five  years  before  moving  to  nearby  Bristow, 
where  he  practiced  for  six  years. 

Of  general  practice  Dr  Norfleet  says,  “It 
was  wearing.  In  the  twelve  years  I practiced  in 
the  Sapulpa  area,  I delivered  one  thousand  and 
thirty-eight  babies.  I thought  there  had  to  be 
something  more  suited  to  me  than  that  kind  of 
practice.” 

Thus  he  made  the  decision  to  continue 
training  in  psychiatry.  He  spent  three  years’ 
residency  at  Central  State  Griffin  Memorial 
Hospital,  leaving  there  to  begin  private  practice 
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There’s  a couch  in  Ed’s  office,  naturally. 
And  he  admits  he  uses  it  too  . . . 

for  an  occasional  nap. 


in  psychiatry  in  Tulsa,  where  he  practiced  for 
seventeen  years. 

In  recent  years,  a heart  attack  has  slowed 
him  down  some,  causing  him  to  lose  a hundred 
pounds  and  to  look  again  at  the  stress  of  his 
workload.  This  led  him  to  give  up  a more  strenu- 
ous practice  in  Tulsa  and  accept  his  present 
position  as  senior  staff  psychiatrist  at  Eastern 
State  Hospital. 

His  contribution  to  medicine  and  the  med- 
ical profession  has  not  been  limited  to  his  33 
years  of  practice  and  the  already-mentioned 
services  to  OSMA.  Some  other  contributions 
have  been  as  president  of  the  Creek  County 
Medical  Society  and  secretary  and  president  of 
the  Cleveland-McClain  County  Medical  Soci- 
ety. He  has  been  secretary  and  vice-chief  of  the 
Psychiatry  Section  at  Hillcrest  and  secretary 
and  chief  of  section  of  St  John  and  St  Francis 
hospitals  in  Tulsa.  In  Bristow,  he  served  on  the 
school  board  for  five  years.  He  has  been  active 
in  developing  such  projects  as  the  Methadone 
Treatment  Program  in  Tulsa,  where  he  served 
as  advisor. 

Dr  Norfleet’s  mention  of  these  things  was 
very  quiet  and  matter-of-fact.  As  we  talked,  I 
noticed  a ceramic  planter  in  the  form  of  a pig, 
and  was  reminded  of  his  schooling  in  Arkansas 
and  the  Razorbacks.  I asked  him  about  this. 

“Yes,”  Ed  answered.  “I  collect  pigs.  I have 
about  three  hundred  of  them.” 

I asked  him  what  has  been  most  meaning- 
ful to  him  in  all  these  years  of  service  and  he 
told  me  it  is  his  work  with  adolescent  psychi- 
atry. He  has  been  medical  director  of  Shadow 
Mountain  Institute  in  Tulsa  and  was  the  first 
medical  director  of  the  adolescent  program  at 
St  John  Hospital. 

“We’re  going  to  have  an  adolescent  pro- 
gram here  next  year,”  he  added,  describing  his 
role  in  suggesting  the  new  program  and  helping 
to  bring  it  about. 

He  told  me  of  his  experience  looking  for 
a common  denominator  among  seriously 
disturbed  young  people. 

“I  found  it,  too,”  he  said.  He  looked  at  me 
strangely,  and  I’m  not  sure,  but  I think  I saw 
his  eyes  twinkle. 

“Yes?”  I prompted. 

“They  were  all  dropped  on  their  heads  when 


very  young,”  Ed  quipped.  He  didn’t  smile,  but 
he  saw  my  skepticism. 

“That’s  right,”  he  continued,  “whenever 
one  of  these  young  people  gets  in  trouble  with 
the  law,  the  mother,  usually,  or  some  close  re- 
lative, comes  in  to  tell  me  how  it  all  happened, 
and  all  of  them  were  dropped  on  their  heads, 
or  had  their  heads  crushed  by  forceps  at  birth, 
or  something  like  that.” 

I thought  about  that,  and  about  what  Dr 
John  Blaschke,  another  mutual  friend,  had 
said. 

“One  thing  about  Ed  is  his  wit.  He  has  one 
of  the  greatest,  driest  wits  in  the  world.  He 
really  should  have  been  a US  senator.  He’d  have 
been  distinguished  there,  as  fine  a success  as 
he  is  as  a doctor.”  John  hadn’t  known  of  Ed 
Norfleet’s  years  in  the  Arkansas  legislature, 
and  his  success  there. 

“I’m  not  surprised,”  John  commented. 

Ed  mentioned  a few  more  things  about  the 
adolescent  program. 

I was  reminded  at  this  point  of  what  a 
mutual  friend,  Dr  Mark  R.  Johnson,  had  said 
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about  Ed.  “One  of  Ed’s  greatest  assets  is  his 
ability  to  keep  himself  and  his  group  guided  on 
course  — not  diverted.”  They’re  going  to  have 
an  adolescent  program  at  Vinita  — Ed  will  see 
to  that! 

We  talked  about  the  new  drugs  that  help 
the  mentally  disturbed.  First,  Thorazine®,  that 
did  so  much  to  empty  mental  hospitals,  and 
then  its  derivatives  and  related  drugs. 

Ed  grinned.  “You  know,  today  these  sales- 
men come  in  and  tell  me  their  company  has  a 
new  drug  — maybe  forty  times  stronger  than 
Thorazine.” 

So  I say:  “But  look,  these  pills  made  out  of 
the  new  drug  don’t  look  any  smaller.” 

And  they  say,  “Well,  we  have  to  build  them 
up  to  a convenient  size  with  filler.” 

And  then  I ask,  “If  you’ve  used  less  drug 
to  get  the  same  effect,  and  built  it  up  with  filler 
to  the  same  size,  of  what  use  is  the  extra 
strength  to  me  or  to  my  patients?  Funny  thing, 
they  don’t  seem  to  have  thought  about  that.” 

As  I listened,  I thought,  Well,  that  built-in 
manure  detector  of  his  does  work  pretty  well,  as 
I was  told.  I’ll  bet  he  did  cut  stupidity  off  at  the 
boot  tops  when  he  was  in  the  Arkansas  legisla- 
ture. 

“Would  you  advise  a young  man  to  go  into 
medicine  today?”  I asked. 


“I  surely  would,”  he  replied.  “I  know  we 
have  many,  many  doctors  now,  compared  to 
what  we  used  to  have.  But  there  are  still  so 
many  fields,  some  of  them  fairly  new,  so  many 
specialties  that  a young  person  can  get  involved 
in,  that  it  promises  a very  fine  career.” 

I asked  him  about  escalating  medical  costs. 

He  agreed  that  costs  have  multiplied  greatly, 
but  made  me  aware  in  a new  way  of  exactly 
where  and  how  that  has  happened.  He  began 
by  reminding  me  that  new  techniques  and  new 
equipment,  like  that  used  for  the  latest  brain 
scanning,  have  cost  millions  of  dollars,  and  now 
provide  benefits  unheard  of  in  earlier  years. 
The  quality  of  medicine,  he  said,  has  multiplied 
perhaps  five  times  in  recent  years  — and  the 
new  research  and  equipment  costs  have  to  be 
borne  by  the  whole  society  that  benefits,  or 
there  wouldn’t  be  the  money  for  research  and 
new  machines. 

I was,  of  course,  aware  of  that.  But  he  went 
on  to  say  that  with  the  number  of  doctors  now 
available,  plus  the  insurance  benefits,  plus  the 
government,  plus  good  education,  people  are 
getting  five  times  as  much  care  as  they  used  to. 

I knew  that,  too,  but  I never  put  it  together. 
If  I’m  getting,  as  a consumer,  five  times  as  much 
care,  and  it  is  five  times  as  good,  it  shouldn’t 
be  surprising  that  it  costs  twenty-five  times  as 
much  — five  times  five  is  twenty-five. 

And  I guess  it  really  hasn’t  gone  up  that 
much.  I’m  still  uneasy  with  medical  bills  being 
ten  or  fifteen  times  what  they  used  to  be,  but 
perhaps  we  are  really  farther  ahead  than  most 
patients  realize. 

Dr  Norfleet  speaks  of  his  family  with  affec- 
tion. He  has  two  children  by  wife  Eva  Louise, 
deceased.  His  son,  Edward  K.  Norfleet,  Jr,  is  a 
graduate  of  the  University  of  Oklahoma  College 
of  Law.  A practicing  attorney  with  Diamond 
Shamrock  Corporation,  he  is  married  and  has 
two  children,  Edward  Keats  Norfleet  II  and 
Emily  Nell  Norfleet. 

Dr  Norfleet’s  daughter,  Polly  Ann,  at- 
tended the  University  of  Oklahoma  and  is  now 
in  the  real  estate  business  in  Tulsa. 

Ed’s  second  wife,  Almeta  Faye,  is  a nurse 
who  is  very  active  in  Volunteer  Nurses  Group 
and  in  the  Foster  Care  Program.  She  has  been 


Ed’s  growing  collection  of  almost  300  pigs 
is  a colorful  reminder  of  his 
Arkansas  Razorback  heritage 
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appointed  to  Governor  Nigh’s  State  Foster  Care 
Advisory  Board,  and  has  worked  in  various 
capacities  in  all  the  hospitals  in  Tulsa. 

Dr  Norfleet  has  one  stepson,  Bryan  Farless, 
attending  Jenks  High  School. 

As  we  concluded  the  interview,  I looked 
around  the  house  thinking  of  Dr  Norfleet’s  fam- 
ily, the  comfortable  home,  the  red  brick  hospital 
on  the  hill,  and  his  continuing  dedication  to  his 
profession,  and  I thought  that  if  Oklahoma 
medicine  is  in  the  hands  of  leaders  like  Ed 
Norfleet,  we’re  in  pretty  good  shape! 

330 


Dr  Val  Thiessen  retired  recently  after  more  than 
30  years  as  a professor  of  literature  and  creative 
writing  at  Oklahoma  City  University.  His  writ- 
ing, both  fiction  and  nonfiction,  has  appeared 
in  more  than  40  different  magazines. 

J.  Don  Cook  is  a professional  photographer  cur- 
rently on  the  staff  of  The  Daily  Oklahoman.  His 
work,  which  has  taken  him  abroad  on  numerous 
occasions,  has  earned  him  a reputation  as  one 
of  Oklahoma’s  finest  photojournalists. 
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News  from 

the  Oklahoma  State 

Department  of  Health 


Environmental  health  evaluation 
of  the  Tar  Creek  area 

The  site  of  one  of  the  most  productive  lead/zinc 
mining  operations  in  the  United  States  has 
been  evaluated  by  a multidisciplinary  group  of 
scientists  to  determine  its  potential  health 
risks.  Their  conclusion:  No  significant  health 
risks  to  area  residents  exist  at  this  time. 

Discovered  in  1901,  the  mining  district  is 
located  in  Ottawa,  Cherokee,  and  Jasper  coun- 
ties in  Oklahoma,  Kansas,  and  Missouri,  re- 
spectively. Mining  continued  there  until  1958, 
when  all  major  operations  were  shut  down. 

Groundwater  inflow  during  the  mining 
period  made  necessary  the  use  of  large  sump 
pumps  to  maintain  unsaturated  conditions. 
When  the  mines  closed,  gradual  flooding  occur- 
red. The  incoming  water  reacted  with  oxidized 
sulfide  products  to  form  acid  mine  water.  The 
major  impact  of  the  acid  mine  water  has  been 
the  continued  deterioration  in  the  quality  of 


some  ground  and  surface  waters  in  Ottawa 
County.  This  area  is  known  as  Tar  Creek. 

In  response  to  this  problem,  Tar  Creek  was 
ranked  as  a priority  site  for  federal  Superfund 
money  for  clean-up.  On  the  state  level,  Gov 
George  Nigh  appointed  a task  force  to  evaluate 
the  area’s  possible  impact  on  Grand  Lake  and 
the  Roubidoux  groundwater  aquifer,  both  of 
which  supply  drinking  water  to  a large  segment 
of  northeast  Oklahoma  citizens. 

The  Health  Effects  Subcommittee  of  the 
task  force  established  “no  action”  levels  to  de- 
fine those  toxic  metal  concentrations  at  which 
no  significant  adverse  health  effects  would  be 
expected.  Environmental  levels  of  lead,  cad- 
mium, chromium,  copper,  and  zinc  were 
evaluated  for  toxicological  significance. 

Following  an  analysis  of  samples  taken 
from  Tar  Creek  and  its  tributaries  and  mine 
discharges,  as  well  as  samples  from  the  Boone 
Aquifer,  the  committee  concluded  that  contami- 
nation of  mine  water  and  ore-bearing  aquifers 
had  occurred,  precluding  their  use  as  safe  drink- 
ing water  sources. 

Analyses  of  existing  water  sources  found 
them  within  the  Health  Effects  Subcommittee’s 
“no  action”  levels,  and  safe  for  drinking. 

Fish  samples  were  collected  from  the 
mouth  of  Tar  Creek,  the  Grand  (Neosho)  River, 
Spring  River,  and  Grand  Lake,  and  analysis 
confirmed  fish  taken  from  these  areas  are  safe 
to  eat.  No  significant  air  or  soil  radiation  was 
identified.  □ 


Diseases  of 
Low  Frequency 

Total  to  Date 
This  Year 

ACQUIRED 

IMMUNE 

DEFICIENCY 

SYNDROME 

BRUCELLOSIS 

2 

LEGIONNAIRES 

DISEASE 

12 

MALARIA 

4 

REYE 

SYNDROME 

14 

TOXIC  SHOCK 

SYNDROME 

7 

RABIES 

ADAIR 

SKUNK 

1 

BECKHAM 

SKUNK 

2 

DELAWARE 

SKUNK 

1 

GARFIELD 

BOBCAT 

1 

GRADY 

SKUNK 

3 

LINCOLN 

SKUNK 

1 

OTTAWA 

COW 

1 

ROGER  MILLS 

SKUNK 

1 

STEPHENS 

CAT 

1 

WASHITA 

DOG 

1 

DISEASE 

June 

1984 

TOTAL  TO  DATE 

This  Year 

Last  Year 

5 Yr.  Avg. 

AMEBIASIS 

0 

6 

4 

9 

CAMPYLOBACTER  INFECTIONS 

40 

96 

71 

— 

ENCEPHALITIS,  INFECTIOUS 

4 

10 

11 

11 

GIARDIA  INFECTIONS 

22 

90 

86 

— 

GONORRHEA  (Use  ODH  Form  228) 

973 

6102 

7825 

7111 

HAEMOPHILUS  INFLUENZAE 

INVASIVE  DISEASE 

14 

103 

76 

— 

HEPATITIS  A 

26 

191 

230 

188 

HEPATITIS  B 

28 

158 

148 

104 

HEPATITIS,  NON-ANON-B 

4 

22 

22 

— 

HEPATITIS  UNSPECIFIED 

5 

49 

95 

95 

MEASLES (RUBEOLA) 

131 

MENINGITIS,  ASEPTIC 

7 

25 

88 

43 

MENINGITIS,  BACTERIAL 

(non-meningococcal, 

non  H Influenzae) 

3 

27 

44 

28 

MENINGOCOCCAL  INFECTIONS 

1 

23 

23 

20 

PERTUSSIS 

7 

201 

70 

23 

RABIES  (Animal) 

13 

66 

75 

120 

ROCKY  MOUNTAIN 

SPOTTED  FEVER 

42 

66 

75 

48 

RUBELLA 

0 

0 

0 

2 

SALMONELLA  INFECTIONS 

50 

170 

208 

136 

SHIGELLA  INFECTIONS 

29 

83 

84 

101 

SYPHILIS  (Use  ODH  Form  228) 

15 

93 

127 

82 

TETANUS 

0 

0 

0 

0 

TUBERCULOSIS 

29 

122 

126 

157 

TULAREMIA 

5 

6 

12 

9 

TYPHOID  FEVER 

1 

2 

1 

0 
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PRACTICE  MANAGEMENT  BOOKS 


FROM  MEDICAL-LEGAL  SEMINARS  AND  ED  KELSAY 


Five  Seminar  Textbooks  Available  For  Direct  Purchase  . . . 


MEDICAL  OFFICE  MANAGEMENT:  19  chapters,  including  . . . 

Physician-Patient  Relationship,  Patient  Information,  Consent  for  Medical  Care,  Mental 
Incompetency,  Child  of  a Divorced  Couple,  Medical  Records,  Medical  Record  Preser- 
vation, Office  Record  Preservation,  Billing  and  Collections,  Insurance,  Truth  in  Lend- 
ing, Fair  Debt  Collection  Practices  Act,  Practice  Management  Consultants,  etc. 

BUILDING  YOUR  PRACTICE:  9 chapters,  including  . . . 

Practice  Building  Approaches,  A Word  About  Advertising,  The  Patient  Comes  First, 
Keep  ’em  Coming  (Back),  Gaining  New  Patients,  Doctor  Referrals,  Expanding  Ser- 
vices, Your  Staff:  Your  Ambassadors,  etc. 

COMPUTERS  IN  OFFICE  PRACTICE:  9 chapters,  including  . . . 

Computer  Jargon,  Data  Processing  Terms,  The  Five  W’s  of  the  Computer,  The  Use 
of  an  Independent  Consultant,  Computer  Service  Bureaus,  Here’s  What  It  Can  Do 
For  You,  Computerizing  Your  Office,  What  to  Watch  (Out)  For,  Cost  and  Financing,  etc. 

LAW  FOR  THE  MEDICAL  OFFICE:  A 55-page  book  covering  . . . 

The  Doctor-Patient  Relationship,  Consent  for  Medical  Care,  Medical  Records,  Occu- 
pational Health  and  Safety  Act,  Privacy  Act,  Freedom  of  Information  Act,  Death 
Certificates  and  Dead  Bodies,  Employee  Record  Keeping,  Performance  Evaluation, 
Jury  Duty,  Equal  Credit  Opportunity  Act,  Truth  in  Lending  Act,  Credit  Reporting  Agen- 
cies, Fair  Debt  Collection  Practices  Act,  etc. 

. . . Designed  to  be  a reference  manual  about  the  law  for  medical  offices. 

TELEPHONE  COLLECTING:  9 chapters  including  . . . 

Your  Financial  Policy,  A Collection  Time  Table,  Legal  Considerations  in  Collection, 
Telephone  Collecting  Techniques,  “What  to  say  when  the  patient  says  . . etc. 


Price:  $10  each/2  or  more,  $7.50  each/NO  postage  or  handling  charge. 


TO  ORDER  . . . Call  or  Write: 


Ed  Kelsay  & Associates 
Suite  109 

5131  Classen  Boulevard 
Oklahoma  City,  OK  73118 
(405)  848-2342 
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JOURNAL 


OSMA  fills  two  staff  positions  in  August 


Robert  W.  Baker  III  and  Otie  Ann  Carr,  both  of 
Oklahoma  City,  became  the  newest  members  of 
the  Oklahoma  State  Medical  Association  staff 
on  August  1. 

Baker,  a graduate  of  the  University  of  Ok- 
lahoma, has  been  named  an  associate  director. 
He  replaces  Lyle  R.  Kelsey,  who  left  the  OSMA 
in  April  to  join  Allied  Nursing  Care,  Inc.,  Ok- 
lahoma City. 

Prior  to  assuming  his  new  post,  Baker  was 
an  administrative  assistant  to  Oklahoma 
State  Senator  Roger  A.  Randle  for  two  years. 

The  OSMA  has  contracted  with  Carr  to  im- 
plement special  projects  and  assignments  with 
the  state  legislature.  A graduate  of  Southwest- 
ern Oklahoma  State  University,  Weatherford, 
Carr  is  a former  legislative  consultant  for  Quan- 


tum Research  Group,  Inc,  in  Oklahoma  City. 
She  has  also  been  a member  of  the  Oklahoma 
Health  Systems  Agency  and  manager  of  special 
programs  for  the  University  of  Oklahoma 
Health  Sciences  Center.  □ 

Arthritis  research  grants 
go  to  five  OMRF  doctors 

In  its  continuing  support  of  arthritis  research, 
the  Oklahoma  Chapter  of  the  Arthritis  Foun- 
dation has  awarded  grants  totaling  $27,500  to 
five  researchers  at  the  Oklahoma  Medical  Re- 
search Foundation  (OMRF)  in  Oklahoma  City. 

Recipients  of  $5,500  grants  are  John  B. 
Harley,  MD,  affiliated  professor,  for  developing 
new  diagnostic  tests  for  lupus;  Ira  N.  Targoff, 
MD,  associate  investigator  with  the  Veterans 
Administration,  for  developing  new  diagnostic 
tests  for  polymyositis;  Roberta  J.  Jacobs,  PhD, 
assistant  member,  for  the  study  of  immune  com- 
plexes in  patients  with  rheumatic  diseases; 
Chiharu  Kubo,  MD,  senior  research  associate, 
for  research  into  the  influence  of  dietary  restric- 
tion on  autoimmune  disease;  and  Kunisuke 
Himeno,  MD,  senior  research  associate,  for  re- 
search into  the  transfer  of  arthritis-resistant 
genes  in  mice.  □ 
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Annual  state  meeting  of  ACP-OSIM  set  for  October 


The  annual  joint  Oklahoma  regional  meeting 
of  the  American  College  of  Physicians  (ACP) 
and  the  Oklahoma  Society  of  Internal  Medicine 
(OSIM)  will  be  held  at  Shangri-La  Lodge  on 
Grand  Lake  near  Afton,  Oklahoma.  Also  par- 
ticipating in  the  October  25-28  meeting  is  the 
Oklahoma  Chapter  of  the  American  College  of 
Cardiology. 

All  Masters,  Fellows,  Members,  and  As- 
sociates of  these  organizations  are  invited  to 
attend  the  meeting,  which  will  feature  both 
local  and  national  speakers.  Other  interested 
physicians  and  their  spouses,  particularly  resi- 
dents and  members  of  the  armed  services,  are 
welcome. 

Honored  guests  at  the  meeting  will  be  Saul 
J.  Farber,  MD,  MACP,  president  and  official 
representative  of  the  ACP;  William  R.  Smith, 
MD,  FACP,  official  representative  of  the  Amer- 
ican Society  of  Internal  Medicine;  Edward  N. 
Brandt,  Jr,  MD,  PhD,  Assistant  Secretary  for 
Health,  Washington,  DC;  James  R.  Snapper, 
MD,  associate  professor  of  medicine,  Vanderbilt 
University  School  of  Medicine,  Nashville;  and 
Charles  R.  Kleeman,  MD,  FACP,  Factor  Family 
Foundation,  professor  of  nephrology  and 
medicine  and  director  of  the  Center  for  Health 
Enhancement,  University  of  California  School 
of  Medicine,  Los  Angeles. 

Presentations  will  include  selected  papers 
on  cardiology,  hematology/oncology,  pulmo- 
nary diseases,  infectious  diseases,  and  water 
and  metabolic  disorders. 

Among  the  social  activities  will  be  a cocktail 
party  on  Thursday  evening,  October  25,  and  a 
cocktail  party  and  banquet  on  Friday  evening, 


October  26.  Luncheons  are  scheduled  for  both 
Friday  and  Saturday,  and  a wine  and  cheese 
party  is  planned  for  Saturday  afternoon.  Golf 
and  tennis  tournaments  have  been  scheduled 
for  Friday  and  Saturday  afternoons. 

For  information  on  registration  and  tick- 
ets, contact  Kay  Bickham,  Executive  Staff,  601 
Northwest  Expressway,  Oklahoma  City,  Ok- 
lahoma 73118,  (405)  843-9571  or  341-3169.  □ 

Reliance  on  specialists 
sinking  US  medicine? 

The  most  pressing  health  personnel  problem  in 
the  United  States  is  an  oversupply  of  physician 
specialists,  according  to  a researcher  writing  in 
the  Journal  of  the  American  Medical  Associa- 
tion (JAMA). 

The  observation  is  based  on  a comparative 
study  of  the  supply  and  specialty  distribution 
of  physicians  in  Belgium,  West  Germany,  the 
Netherlands,  the  United  Kingdom,  and  the 
United  States.  University  of  California,  San 
Francisco,  researcher  Steven  A.  Schroeder,  MD, 
compared  the  numbers  of  physicians  per  10,000 
population  and  found  the  United  States  in  the 
middle  of  the  five  countries  with  19.1  per  10,000. 

Topping  the  list  was  Belgium  with  24  physi- 
cians per  10,000  population,  followed  by  West 
Germany,  22.9;  the  United  States,  19.1;  the 
Netherlands,  19.0;  and  the  United  Kingdom, 
16.2.  However,  specialty  distribution  among  the 
nations  was  markedly  higher  for  the  United 
States,  with  84%  designated  specialists,  com- 
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INSURANCE  EXCELLENCE 


“We  Serve  the  OSMA  — Everyday!” 


Meet  the  personal  service  specialists  of  C.L.  Frates  and  Company  — a “Team"  of 
OSMA  friends  whose  exclusive  mission  is  to  help  your  association’s  members  develop 
or  perfect  their  insurance  portfolios. 

They  are  Janie  Staats,  Elizabeth  Young.  Robert  McKiddy.  Harold  Wardlow  and  Dewitt 
Vann  — their  charge  is  to  market  the  Oklahoma  State  Medical  Association's  endorsed 
group  insurance  programs,  such  as  disability  income,  office  overhead  expense  and  other 
essential  coverages,  and  to  service  the  growing  number  of  state  physicians  who  are 
buying  PLICO’s  hallmark  health  insurance  programs. 

Beyond  these  specific  coverages,  the  help  you  can  expect  from  our  people  is  global, 
because  Janie’s  group  is  backed  up  by  the  expertise  of  80  other  C.L.  Frates  profes- 
sionals — and  by  a 54-year-old  agency  system  which  attaches  to  each  sales  contract 
a neighborly  commitment  to  fine  service. 

You’ll  like  Janie’s  team.  They  know  their  business  and  go  about  it  with  a polite,  low- 
key  professionalism  befitting  the  clientele  they  serve. 

You  are  just  a phone  call  away  from  an  appointment  with  a friend  of  the  OSMA 
who  will  be  sensitive  to  your  needs  and  respectful  of  your  time. 

C.L.  FRATES  AND  COMPANY 

Insurance  Counselors  to  the  OSMA 
Box  18839  • Oklahoma  City,  OK  73154  • 405/848-7661 


336 


Oklahoma  State  Medical  Association 


AMA  releases  revision  of  terminology  book 


The  American  Medical  Association  (AMA)  has 
released  a new  publication  of  Current  Pro- 
cedural Terminology  Fourth  Edition  (CPT-4)  — 
entitled  CPT 1984.  This  book  contains  informa- 
tion on  more  than  6,000  medical,  surgical,  and 
diagnostic  services,  including  listings  for  more 
than  750  new  and  revised  entries.  It  is  a com- 
prehensive and  current  manual  for  describing, 
coding,  and  reporting  medical  procedures. 

The  descriptive  terms  and  identifying  codes 
that  constitute  CPT-4  serve  a wide  variety  of 


Specialists  (continued) 

pared  with  only  24%  for  the  United  Kingdom 
and  62%  for  the  Netherlands. 

The  numbers  of  physicians  pose  less  a prob- 
lem than  this  mix  of  physicians,  Schroeder 
maintains.  “Although  the  United  States  does 
not  appear  to  have  a high  concentration  of  physi- 
cians, it  may  be  the  most  vulnerable  of  the  five 
countries  to  physician-associated  increases  in 
medical  care  costs,”  he  says,  pointing  out  that 
the  US  has  developed  a heavy  reliance  on 
specialists. 

In  addition  to  a high  concentration  of  surgi- 
cal specialists,  the  US  has  high  concentrations 
of  psychiatrists,  neurologists,  radiologists,  car- 
diologists, and  gastroenterologists.  “It  is  unique 
in  its  heavy  reliance  on  specialists  in  internal 
medicine,  pediatrics,  and  gynecology  to  provide 
primary  care  rather  than  to  serve  as  consultant 
physicians,”  Schroeder  says. 

He  concludes  that  while  the  US  may  not 
have  an  oversupply  of  physicians,  compared 
with  European  countries,  it  is  suffering  from 
an  excess  of  specialists.  “It  seems  reasonable  to 
reduce  the  concentration  of  specialists  in  the 
United  States  to  increase  quality  of  care,  reduce 
health  care  costs,  and  improve  physician  satis- 
faction,” he  says.  □ 
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functions  in  the  field  of  medical  nomenclature. 
CPT-4  has  been  adopted  for  the  reporting  of 
physician  procedures  and  services  by  a variety 
of  government  and  private  third-party  payers, 
including  most  recently  the  federal  government 
for  Medicare  and  Medicaid. 

CPT-4  is  also  useful  for  administrative 
management  purposes  such  as  claims  process- 
ing and  for  the  development  of  guidelines  for 
medical  care  review. 

Beginning  with  CPT -1984,  which  is  avail- 
able now,  revisions  to  CPT-4  will  be  released 
and  published  annually.  Purchasers  will  re- 
ceive notification  during  the  year  of  important 
code  changes  if  necessary  and  will  also  receive 
the  end-of-the-year  notice  for  reordering.  An- 
nual publications  will  be  color-coded  so  users 
can  easily  identify  the  current  volume. 

CPT -1984  books  sell  for  $25.00  with  a ten 
percent  discount  for  AMA  members.  The  hand- 
ling charge  per  order  is  $1.50  and  the  delivery 
charge  is  $2.50  per  book.  Orders  must  be  pre- 
paid. They  may  be  sent  to  the  Order  Depart- 
ment, Op  341,  American  Medical  Association, 
PO  Box  10946,  Chicago,  IL  60610. 

CPT-4  is  also  available  on  magnetic  com- 
puter tape  and  comes  in  two  versions  — one,  a 
short  description  tape  suitable  for  computer  re- 
porting and  the  other,  a full  procedure  tape  for 
more  involved  activities.  □ 

CPR  guidance  by  telephone 
gets  tryout  in  Washington 

A bystander  who  knows  cardiopulmonary  resus- 
citation (CPR)  can  mean  the  difference  between 
life  and  death  for  a heart  attack  victim.  How- 
ever, according  to  an  article  appearing  in  the 
Annals  of  Emergency  Medicine,  citizen  training 
programs  in  CPR  often  target  the  wrong  age 
group. 

Annals  is  the  monthly  clinical  journal  pub- 
lished by  the  American  College  of  Emergency 
Physicians  (ACEP). 

“The  vast  majority  of  cardiac  arrest  pa- 
tients are  men  over  age  40,  and  most  cardiac 
arrests  (70%)  occur  in  the  home,”  reports  Will- 
iam B.  Carter,  PhD,  associate  professor,  Depart- 
ment of  Health  Services,  University  of 
Washington,  author  of  the  study.  “These  find- 
ings suggest  that  women  over  age  40  are  most 
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CPR  guidance  (continued)  — ^ 

likely  to  witness  a cardiac  arrest  and,  therefore, 
should  be  a primary  target  group  for  training. 
In  contrast,  the  majority  of  individuals  who  vol- 
untarily seek  CPR  training  average  age  33.” 

Carter  suggests  one  way  to  reach  the  un- 
trained citizen  is  to  provide  immediate  instruc- 
tions when  a cardiac  arrest  is  reported  to  an 
emergency  dispatcher.  Carter  and  his  col- 
leagues have  developed  and  evaluated  a pro- 
gram of  CPR  instruction  that  can  be  given  over 
the  telephone  by  emergency  dispatchers  to  by- 
standers reporting  a cardiac  arrest. 

“Our  hypothesis  — that  a simple,  short, 
safe,  and  effective  CPR  message  can  be  deliv- 
ered by  telephone  to  willing  but  untrained  citi- 
zens — was  supported  by  our  experiences,”  says 
Carter. 

“Based  on  the  results  of  this  evaluation,  we 
have  instituted  a countywide  (King  County, 
Washington)  telephone  CPR  program,”  explains 
Carter.  “Now  when  an  untrained  individual  re- 
ports a cardiac  arrest,  he  or  she  can  provide 
emergency  care  instead  of  standing  by 
helplessly.”  □ 


EXCELLENT 

OPPORTUNITY 


OBSTETRICIAN-GYNECOLOGISTS  (including 
department  chairman),  FAMILY  PRACTICE  (de- 
partment chairman),  FAMILY  PRACTITIONERS 

(for  ambulatory/urgent  care  program),  RADI- 
OLOGIST, UROLOGIST,  ORTHOPEDIC  SUR- 
GEON, PSYCHIATRIST.  All  applicants  should 
be  residency  trained,  Board  eligible/Board  cer- 
tified physicians.  Join  a growing  28-physician 
group  with  prepaid  and  fee-for-service  practice. 
Excellent  facilities,  well-trained  partners.  Attrac- 
tive salary  and  benefit  structure.  Starting  salary 
based  on  experience.  Relocation  expense  will  be 
reimbursed.  Send  resume  or  contact  Central 
Oklahoma  Medical  Group,  R.  LeRoy  Carpenter, 
MD,  Medical  Director,  3330  NW  56th,  #300, 
Oklahoma  City,  OK  73112;  405-942-6620. 
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IN  FINE  OFFICE  FACILITIES 
IN  A THRIVING  COMMUNITY? 

EDMOND  MEDICAL  PLAZA 

Across  Street  From  Edmond  Memorial  Hospital 


ONE  SUITE  NOW  AVAILABLE 
and 

MORE  BUILDINGS  ARE  BEING  PLANNED 


WRITE:  Edmond  Medical  Plaza  Leasing  Agent 
1601  Northwest  Expressway,  Suite  1010,  Oklahoma  City,  Oklahoma  73118 

OR  CALL:  405-232-0303 

EDMOND  MEDICAL  PLAZA 
120  North  Bryant,  Edmond,  Oklahoma 
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Infant  mortality  dropping  but  SID  reports  increase 


Overall  postneonatal  mortality  (PNM)  rates  in 
the  United  States  have  declined  dramatically 
in  recent  years,  by  almost  half  among  black  in- 
fants. However,  reported  rates  of  sudden  infant 
death  (SID)  have  increased  drastically  during 
the  same  period,  making  it  the  leading  reported 
cause  of  death  in  infants  aged  four  weeks  to  12 
months.  These  statistics  from  the  Centers  for 
Disease  Control  (CDC)  in  Atlanta  are  reported 
in  a recent  Journal  of  the  American  Medical 
Association  (JAMA). 

Muin  J.  Khoury,  MD,  and  colleagues 
studied  National  Center  for  Health  Statistics 
birth  and  death  certificate  data  for  1962  through 
1978.  They  found  that  most  of  the  decline  in 
PNM  can  be  accounted  for  by  reduced  mortality 
from  infectious  diseases,  especially  respiratory 
illnesses.  Infant  deaths  attributed  to  birth  de- 
fects and  to  injuries  other  than  homicides  also 
decreased.  Many  deaths  are  related  to  socio- 
economic conditions  and  access  to  medical  care, 
underscoring  the  importance  of  ready  access  to 
care,  the  researchers  say. 


The  overall  rate  of  PNM  in  the  United 
States,  although  declining,  is  higher  than  levels 
reported  in  Scandinavian  countries,  the  re- 
searchers note,  and  it  appears  related  to  the 
high  reported  incidence  of  SID.  “Although  in 
the  1960s  SID  accounted  for  a negligible  propor- 
tion of  postneonatal  deaths,  it  emerged  in  the 
1970s  as  the  leading  reported  cause  of  PNM, 
accounting  for  about  one  third  of  all  deaths  in 
1978,”  they  say. 

“On  death  certificates,  however,  SID  may 
represent  a diverse  group  of  conditions,  and  its 
reporting  has  been  subject  to  criticism  in  case 
definitions  and  ascertainment,”  the  researchers 
point  out.  There  is  some  question  about  whether 
infectious  respiratory  disease  deaths  reported 
earlier  may  actually  have  been  SID.  “It  may 
well  be  that  SID  has  always  been  an  important, 
although  unrecognized,  cause  of  PNM.” 

With  improvements  in  diagnostic  and  re- 
porting methods,  the  researchers  suggest,  bet- 
ter estimates  of  the  true  incidence  of  SID  will 
be  obtained.  □ 


NIH  confirms  estrogen,  calcium  fight  osteoporosis 


The  mainstays  of  prevention  and  management 
of  osteoporosis  are  estrogen  and  calcium,  accord- 
ing to  a National  Institutes  of  Health  consensus 
conference  report  published  in  the  Journal  of 
the  American  Medical  Association  (JAMA). 
Exercise  and  nutrition  may  be  important  ad- 
juncts, the  report  adds. 

Between  15  million  and  20  million  people 
in  the  United  States  are  affected  by  osteoporosis, 
and  some  1.3  million  fractures  each  year  result 
from  the  condition,  according  to  the  report. 

“Estrogen  replacement  therapy  is  highly  ef- 
fective for  preventing  osteoporosis  in  women,” 
the  report  confirms.  “Estrogen  reduces  bone  re- 
sorption and  retards  or  halts  postmenopausal 
bone  loss.” 
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The  report  says  that  case-controlled  studies 
show  that  women  who  begin  estrogen  replace- 
ment within  a few  years  after  menopause  have 
far  fewer  hip  and  wrist  fractures  than  women 
who  do  not  begin  replacement  therapy.  “Even 
when  started  as  late  as  six  years  after  meno- 
pause, estrogen  prevents  further  loss  of  bone 
mass,  but  does  not  restore  it  to  premenopausal 
levels.” 

Until  more  data  on  risks  and  benefits  are 
available,  physicians  and  patients  may  prefer 
to  reserve  estrogen  (with  or  without  progesto- 
gen) therapy  for  conditions  that  confer  a high 
risk  of  osteoporosis,  such  as  the  occurrence  of 
premature  menopause,”  the  report  notes. 

The  report  points  out  that  most  people  do 
not  take  the  recommended  800  mg  of  calcium 
a day,  but  typically  take  only  450  mg  to  550 
mg.  Even  the  recommended  800  mg  per  day  is 
too  low  for  postmenopausal  women,  according 
to  the  report.  “It  seems  likely  that  an  increase 
in  calcium  intake  to  1,000  to  1,500  mg  per  day 
beginning  well  before  the  menopause  will  re- 
duce the  incidence  of  osteoporosis.”  □ 
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Study  finds  no  link  between  estrogen,  breast  cancer 


Women  who  take  noncontraceptive  estrogens  do 
not  increase  their  risk  of  developing  breast 
cancer,  according  to  a study  conducted  by  David 
W.  Kaufman,  ScD,  of  Boston  University  School 
of  Medicine  and  colleagues. 

The  case-control  study  included  1,610 
women  with  breast  cancer  and  1,606  women 
who  were  hospitalized  with  other  conditions  and 
had  no  history  of  cancer.  Controls  were  chosen 
from  the  same  decade  of  age  as  each  case.  Eighty 
percent  of  the  cancer  victims  and  70%  of  the 
controls  had  never  taken  estrogens,  but  among 
those  who  did,  the  researchers  found  no  evi- 
dence of  increased  risk  of  breast  cancer.  Their 
findings  are  reported  in  the  Journal  of  the  Amer- 
ican Medical  Association  (JAMA). 

Commenting  editorially,  Barbara  S.  Hulka, 
MD,  MPH,  of  the  University  of  North  Carolina 
at  Chapel  Hill,  observes  that  studies  reporting 
negative  findings  often  receive  scant  attention, 
and  she  notes  that  one  can  never  be  100%  sure 
that  there  is  no  association  between  an  exposure 
factor  and  a particular  disease.  She  adds,  “Clini- 


Deaths 


GRACE  CLAUSE  HASSLER,  MD 
1900  - 1984 

OSMA  Life  Member  Grace  C.  Hassler,  MD.  died 
in  her  home  in  Oklahoma  City  on  July  14.  Dr 
Hassler,  an  Enid  native  and  an  anesthesiologist 
for  over  40  years,  was  a 1935  graduate  of  the 
University  of  Oklahoma  School  of  Medicine.  A 
diplomate  of  the  American  Society  of  Anes- 
thesiology, Dr  Hassler  retired  in  1982. 

CARRYL  W.  WIGGINS,  MD 
1900  - 1984 

Carryl  William  Wiggins,  MD,  associate  clinical 
professor  emeritus  of  the  Department  of 
Medicine,  University  of  Oklahoma,  died  on  July 
17  in  Oklahoma  City.  Dr  Wiggins  was  born  in 
DeWitt,  Nebraska,  and  was  graduated  from  the 
University  of  Nebraska  School  of  Medicine  in 
1925.  He  practiced  family  medicine  in  Shickley, 
Neb,  until  his  move  to  Canton,  Okla,  in  1937. 
He  was  awarded  a Life  Membership  in  the 
OSMA  in  1976,  and  retired  in  1979. 
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cians  and  their  patients  are  vitally  interested 
in  negative  results,  particularly  when  the  expo- 
sure of  interest  is  exogenous  estrogen,  a com- 
monly prescribed  replacement  hormone,  and 
the  disease  under  study  is  the  most  common 
cancer  among  women.” 

Earlier,  smaller  scale  studies  did  suggest 
an  increased  risk  of  breast  cancer  among  women 
who  took  estrogen  products,  but  Hulka  notes, 
“In  contrast  with  these  findings,  the  study  of 
Kaufman,  et  al,  as  well  as  three  other  large 
well-designed  studies  have  shown  no  relation- 
ship between  exogenous  estrogen  and  breast 
cancer.” 

Hulka  says  that  it  is  unlikely  that  any  im- 
portant biological  effect  exists  that  cannot  be 
detected  through  these  studies,  and  points  out 
the  benefits  of  estrogen  therapy  in  treating 
menopausal  symptoms  and  osteoporosis.  □ 


In  Memoriam 


1983 

Hillard  E.  Denyer,  MD 

August  8 

Edward  A.  Allgood,  MD 

August  18 

Hugh  E.  Wilson  III,  MD 

August  27 

Harold  J . Black , MD 

September  1 

Marque  O.  Nelson,  MD 

December  24 

Park  H.  Medearis,  MD 

December  26 

Charles  S.  Beaty,  MD 

December  28 

1984 

Jack  H.  Foertsch,  MD 

January  19 

Thomas  L.  Ozment,  MD 

February  11 

Thomas  L.  Foster,  MD 

February  25 

Robert  W.  Lowrey,  MD 

February  27 

Ella  Mary  George,  MD 

March  1 

Kemper  C.  Lain,  MD 

March  8 

William  R.  Cheatwood,  MD 

March  12 

William  A.  Dean 

March  19 

Charles  H.  Cooke,  MD 

March  23 

Donald  J.  Worden,  MD 

April  1 

William  I.  Jones,  MD 

April  3 

Paul  Kernek,  MD 

May  9 

Leon  C.  Freed,  MD 

June  12 

William  D.  Bolene,  MD 

June  18 

Lee  K.  Emenhiser,  MD 

June  26 

Grace  C.  Hassler,  MD 

July  14 

Carryl  W.  Wiggins,  MD 

July  17 

Oklahoma  State  Medical  Association 


Book  Reviews 


Recent  Advances  in  Rheumatology.  Part  1: 
Underlying  Mechanisms  of  Disease.  Part  2: 
Clinical  Features  and  Treatment.  Edited  by  W. 
Watson  Buchanan  and  W.  Carson  Dick.  New 
York:  Churchill  Livingstone,  1979.  Part  1:  214 
pages,  $24.50;  Part  2:  218  pages,  $24.50. 

In  the  preface  of  this  two-volume  text,  the  au- 
thors point  out  that  within  the  last  decade 
rheumatology  has  made  important  advances, 
and  at  least  ten  new  diseases  have  been  de- 
scribed. These  advances  over  the  last  decade 
are  in  part  from  the  contribution  of  phar- 
macologists, immunologists,  and  other  basic 
scientists. 

No  attempt  has  been  made  to  review  the 
entire  field  of  rheumatology.  Instead,  the  focus 
has  been  directed  to  certain  of  the  most  signif- 
icant advances.  The  editors  have  marshalled  a 
prestigious  group  of  contributors,  particularly 
from  the  United  Kingdom  and  the  United 
States. 

In  Underlying  Mechanisms  of  Disease, 
chapters  are  devoted  to  osteoarthritis,  der- 
matomyositis,  experimental  evaluation  of  im- 


The  editors 
have  marshalled  a 
prestigious  group 
of  contributors. 


munosuppressive  drugs  in  the  context  of  con- 
nective tissue  diseases,  pathogenesis  of  autoim- 
mune diseases,  and  the  role  of  inflammatory 
mediators  in  joint  inflammation. 

Highlighting  Part  2,  which  has  an  excel- 
lent selection  of  illustrations,  the  authors  and 
editors  discuss  the  recent  advances  in  clinical 
features  and  treatment,  primarily  of  rheu- 
matoid disease.  Chapters  are  devoted  to  drug 
evaluations  including  the  latest  nonsteroid 
anti-inflammatory  agents,  as  well  as  those  of 
earlier  vintage.  Two  chapters  describe  the  vari- 
ous surgical  procedures  available  for  joint  disor- 
ders. Of  particular  importance  is  the  final  chap- 
ter, which  concerns  the  relationship  of  the  sero- 
negative form  of  arthritis  to  the  histocompata- 
bility  antigen  HLA-B27. 

Both  of  these  volumes  are  well  organized 


and  written,  although  each  contains  several 
typographical  errors.  While  basic  research  sci- 
entists might  find  the  discussions  rather 
simplified,  those  engaged  primarily  in  clinical 
rheumatology  will  welcome  this  approach.  Part 
2 should  prove  especially  rewarding  to  general 
physicians,  orthopedic  surgeons,  and  students. 

Harris  D.  Riley,  Jr,  MD 
Children’s  Memorial  Hospital 
U niversity  of  Oklahoma  Health  Sciences  Center 
Oklahoma  City,  Oklahoma 


Pediatric  Haematology.  By  Michael  L.  N.  Will- 
oughby. New  York:  Churchill  Livingstone, 
1977.  Pp  434,  $39.50. 

Pediatric  hematology  as  a specialty  has  been 
quite  slow  to  develop  in  England.  In  that  coun- 
try, hematology  has  been  under  the  aegis  of 
pathologists  and  clinical  pathologists  and,  in 
contrast  to  this  country,  relatively  few  clini- 
cians have  specialized  in  hematology.  Among 
pathologists,  few  have  limited  their  interests 
in  work  to  the  pediatric  age  group.  This  book 
represents  the  first  from  Great  Britain  dealing 
specifically  with  pediatric  hematology,  while  in 
the  United  States  there  are  at  least  a half  a 
dozen  textbooks  on  the  subject.  The  author,  Dr 
Willoughby,  is  consultant  hematologist  to  the 
Royal  Hospital  for  Sick  Children  and  the  Queen 
Mother’s  Hospital  in  Glasgow. 

The  book  is  well  written  and  quite  read- 
able. It  covers  the  various  disorders  that  make 
hematology  of  children  different  from  that  of 
adults.  Most  of  the  discussions  are  brief,  and 
practitioners  will  find  the  book  helpful  in  diag- 
nosis and  treatment  of  children  with 
hematologic  disorders.  The  references  are 
reasonably  up  to  date. 

The  book  is  made  up  of  twenty  different 
sections,  each  being  devoted  to  a broad  topic  in 
pediatric  hematology  such  as  “defects  of  platelet 
and  capillary  function,”  and  “acquired  hemolyt- 
ic anemias.”  The  introduction  provides  a brief 
but  pertinent  discussion  of  hematological  as- 
sessment in  children. 

Perhaps  the  chief  criticism  of  this  book  is 
the  abbreviated  treatment  of  iron  deficiency 
anemia,  the  most  common  anemia  of  infants, 
children,  and  adolescents.  Many  of  the  sections, 
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Book  Reviews  (continued) 

such  as  those  which  deal  with  folate 
metabolism,  are  substantially  longer,  although 
the  conditions  discussed  are  less  common. 

All  in  all,  this  is  an  interesting  and  worth- 
while addition  to  one’s  library. 

Harris  D.  Riley,  Jr,  MD 
Children’s  Memorial  Hospital 
U niversity  of  Oklahoma  Health  Sciences  Center 
Oklahoma  City,  Oklahoma 


Bacteriology  Illustrated.  4th  Edition.  By  R.  R. 
Gillies  and  T.  C.  Dodds.  New  York:  Churchill- 
Livingstone,  1976.  Pp  247,  illustrated,  $16.00 
(paper),  $26.00  (cloth). 

The  first  edition  of  this  illustrated  primer  in 
bacteriology  was  published  in  1965.  The  atlas 
is  divided  into  five  sections,  the  first  of  which 
provides  information  on  the  morphology, 
physiology,  and  classification  of  bacteria.  The 
second  discusses  essential  features  of  most  gen- 
era that  are  necessary  for  the  isolation  and  iden- 
tification of  species.  Most  of  the  illustrations  of 
colonies  are  of  actual  size.  The  third  section 
reviews  diagnostic  procedures  with  illustra- 
tions. This  section  is  perhaps  the  weakest  in 
the  manual.  Sections  4 and  5 provide  brief  de- 
scriptions, illustrations,  and  photographs  of 
protozoa  and  fungi.  The  drawings,  illustrations, 
and  color  photographs  in  this,  the  fourth  edi- 
tion, continue  to  be  superb.  This  atlas  should 
prove  useful  not  only  to  students  of  medicine 
and  microbiology  but  to  students  in  pharmacy, 
nursing,  and  other  health  related  fields. 

Harris  D.  Riley,  Jr,  MD 
Children’s  Memorial  Hospital 
U niversity  of  Oklahoma  Health  Sciences  Center 
Oklahoma  City,  Oklahoma 


Respiratory  Tract  Mucus.  Ciba  Foundation 
Symposium  54  (New  Series).  Amsterdam: 
Elsevier  - Excerpta  Medica  - North  Holland, 
1978.  Pp  334,  illustrated,  $33.50. 

When  the  prevalence  of  chronic  obstructive  pul- 
monary disease,  including  bronchial  asthma, 
chronic  bronchitis,  and  cystic  fibrosis,  is  consi- 
dered, the  interest  in  the  biology  of  mucus  of 
the  respiratory  tract  is  not  surprising.  Despite 
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the  efforts  of  many  investigators  since  the  orig- 
inal work  of  Claude  Bernard  more  than  100 
years  ago,  there  is  very  little  known  about  the 
biology  of  mucus  that  can  be  confidently  con- 
nected to  disease. 

The  first  part  of  the  book  covers  the  struc- 
ture of  mucus-secreting  bodies  and  the 
mechanisms  controlling  mucus  secretion  in  the 
respiratory  tract  and  other  sites.  The  next  sec- 
tion deals  with  the  physical  and  chemical  prop- 
erties of  respiratory  tract  mucus  and  with 
mucociliary  transport  and  clearance.  The  last 
three  papers  are  on  clinical  aspects,  including 
the  use  of  animal  models  in  studies  of  diseases 
of  the  respiratory  tract  in  humans. 

Of  the  fourteen  papers  in  the  proceedings, 
five  deal  with  subjects  directly  applicable  to 
clinical  conditions:  one  deals  with  mucociliary 
clearance,  one  with  criteria  for  evaluating 
changes  in  the  mucus  as  a result  of  chronic 
bronchitis,  and  three  with  animal  models  hav- 
ing clinical  disease.  The  paper  by  Sadoul  and 
his  co-workers  provides  an  excellent  introduc- 
tion to  the  technical  problems  of  viscoelastic 
measurement,  and  it  stresses  the  importance 
of  correlating  this  parameter  with  the  presence 
of  mucins,  immunoglobulins,  serum  proteins, 
and  leukocytes.  The  paper  on  nasal  mucociliary 
clearance  by  Proctor  and  colleagues  is  some- 
what disappointing  because  the  factors  that 
control  normal  clearance  rates  are  not  clarified. 
There  are  excellent  papers  on  the  structure  and 
function  of  mucus.  The  remaining  contributions 
are  interesting  from  an  experimental  point  of 
view,  but  their  scope  is  restricted  and  their  im- 
pact limited  to  a particular  experimental  de- 
sign. 

This  interdisciplinary  symposium  sum- 
marizes available  information  on  respiratory 
tract  mucus  and  indicates  the  areas  most  read- 
ily open  to  further  exploration.  In  many  ways 
the  discussions  following  each  chapter  provide 
the  most  interest  because  they  present  contrast- 
ing views  and  focus  in  depth  on  points  of  par- 
ticular importance.  The  book  certainly  will  be 
of  interest  to  respiratory  physiologists  and 
biochemists,  pathologists,  and  physicians  con- 
cerned with  the  research  in  or  treatment  of  re- 
spiratory illness,  especially  those  associated 
with  excessive  production  of  mucus. 

Harris  D.  Riley,  Jr,  MD 
Children’s  Memorial  Hospital 
U niversity  of  Oklahoma  Health  Sciences  Center 
Oklahoma  City,  Oklahoma 

Oklahoma  State  Medical  Association 


Miscellaneous  Advertisements 


ATTENTION:  U.S.  MEDICAL  SCHOOL 

GRADUATES  — Psychiatric  Residency  Program, 
Central  State  Hospital,  provides  broad  psychiatric 
experience  in  approved  program.  The  program  offers 
didactic  courses  and  seminars  in  dynamically 
oriented  psychiatry  — residential  treatment  of  chil- 
dren, community  mental  health,  adolescent  psychi- 
atry, neurology,  chemical  dependency,  geropsy- 
chiatry,  etc.  Salary  $30,974  per  year  plus  excellent 
fringe  benefits.  Information,  write:  Director,  Ernest 
Shadid,  MD,  Box  151,  Norman,  Oklahoma  73070.  91011 

MEDICAL  OFFICE  SPACE  AVAILABLE  IN 
ARDMORE,  OKLAHOMA  beginning  December, 
1984.  Established  clinic  which  currently  has  three 
physicians.  Office,  full  lab,  and  x-ray  available. 
Across  street  from  Memorial  Hospital  of  Southern 
Oklahoma.  Send  C.  V.  and  three  references  to:  Med- 
ical Center  Clinic,  Scott  M.  Malowney,  MD,  1025 
15th  NW,  Ardmore,  Oklahoma  73401.  91011 

FOR  SALE:  Excellent  clinic  location  — zoned  02  — 
across  street  from  St.  Anthony’s  — 706  NW  9th  — 
Oklahoma  City  — Lot  size  50  x 140  — 2000  square 
foot  frame  building.  (405)  751-4466.  9 

WANTED  — Investors  willing  to  buy  used  homes 
primarily  in  the  $125,000  and  below  appraised  value 
price  range  for  20%-25%  below  appraisal.  Have 
endless  supply  in  Oklahoma  City  and  will  soon  have 
homes  statewide.  Excellent  investment  opportunity. 
Call  (405)  842-6069.  9 


DESIGNER  HOME,  S.W.  OKC,  Moore  schools, 
4B4B,  4000  sq.  ft.  All  the  amenities  plus  heated  pool 
& over  60  trees  on  a 2.5  acre  lot.  By  owner,  reduced 
to  only  $270,000.  Call  691-3779.  89 


TREADMILL:  Complete  set-up  for  doing  treadmill 
exams  for  Social  Security  or  anyone  else.  Use  your 
own  EKG.  Price  includes:  American  Optical  defibril- 
lator monitor,  remote  control  pacer  treadmill,  crash 
cart  and  drugs,  Ambu  bag,  blood  pressure  on  a stand. 
Priced  at  $7,000.00.  Also,  Critikon  845  automatic 
blood  pressure  monitor,  price:  $1,800.00.  Contact: 
John  R.  Adair,  MD,  1001  15th  NW,  Ardmore,  OK 
73401.  Telephone:  (405)  223-5571.  89io 


WANTED  — GYNECOLOGIST,  board  certified  or 
board  qualified  and/or  2 obstetrician-gynecologists 
board  certified  or  board  qualified  to  join  established 
practice  in  midwestern  city.  Excellent  opportunity 
and  facilities.  360  bed  hospital.  Please  send  resume 
to  PO  Box  2397,  Muskogee,  OK  74402.  tf 


WONDERFUL  PRACTICE  OPPORTUNITY,  estab- 
lished county  seat  town,  eastern  Oklahoma.  Nearly 
new  50-bed  hospital;  on  call  every  five  weeks.  In- 
quiries: Box  C,  Journal,  Oklahoma  State  Medical 
Association,  601  Northwest  Expressway,  Oklahoma 
City,  OK  73118.  789 

Physician  wanted  for  full-time  staff  position  in  Am- 
bulatory Care.  Immediate  opening.  Applicants  must 
be  board  certified  or  eligible  in  internal  medicine, 
emergency  medicine,  or  family  practice.  Salary 
$65,000-72,000  per  year  depending  on  experience. 
No  nights  or  weekends.  Liberal  fringe  benefits.  Equal 
Opportunity  Employer.  Contact  R.  Glynn,  MD, 
ACOS/AC,  VA  Medical  Center,  Honor  Heights  Dr, 
Muskogee,  OK  74401,  (918)  683-3261  ext  350.  789 


MEDICAL  DOCTOR  to  take  over  a medical  Ther- 
mography Clinic  in  Norman.  No  nights,  weekends 
or  hospital  duty.  We  will  train  and  help  you  build  a 
large  practice.  Call  or  write:  MEDICAL  THERMOG- 
RAPHY ASSC.,  510  24th  Ave  SW  - Suite  B,  Norman, 
OK  73069,  (405)  329-7246,  Attn:  C.  Alexander,  MD. 

89 

FOR  LEASE.  Attractive  office  space  for  health  pro- 
fessionals. Up  to  1440  square  feet.  Adjacent  to  Mercy 
Health  Center,  OKC.  Call  752-1620.  Philip  Miner, 

MD.  8910 

FOR  SALE:  Four  exam  tables.  Make  offer.  Call  (918) 
492-2774, 789 

DOCTOR,  YOU  CANT  BEAT  THE  QUALITY  or 
the  price!  Holter  Monitor  Scanning  Service.  Physi- 
cian owned,  trained,  and  supervised.  Cassette  and 
reel-to-reel  reports.  No  contracts  to  sign.  We  can  ar- 
range for  lease/purchase  of  Holter  equipment.  Why 
are  you  paying  more  and  getting  less?  UP  mailing 
for  faster  turnaround  time.  DCG  Interpretation 
(313)  879-8860.  tf 


PRACTICE  OPPORTUNITIES  IN  OKLAHOMA 

Numerous  rural  communities  in  Oklahoma  seeking  physicians  of  all  specialties. 

For  more  information,  contact; 

Patti  Jacobs,  Physician  Placement  Officer 
College  of  Medicine 

O. U.  Health  Sciences  Center 

P. O.  Box  26901 

Oklahoma  City,  Oklahoma  73190 
(405)  271  -2049 

No  charge  for  services. 
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W 4^  Solve  a simple  mathematical 

problem.  Assume  that  X in  the  above 
equation  equals  the  total  number  of  staff  members 
in  your  professional  practice  or  corporation. 
Subtract  from  that  number  all  but  one  staff  member 
— yourself. 

What  do  you  get?  Freedom.  Freedom  from  the 
expense  and  bother  of  personnel-related 
administrative  chores. 

Freedom  to  design  a benefits  and  retirement 
package  which  best  fits  your  own  needs,  without  the 
financial  and  administrative  burden  of  supplying 
like  coverage  for  every  member  of  your  staff. 

Freedom  to  offer  your  staff  "large  corporation" 
benefits,  even  if  your  professional  practice  or 
company  is  modest  in  size. 

The  equation  can  work  for  you,  through  the  services 
of  Staff  Leasing,  Inc.  The  concept  is  simple.  Our 
company  hires  your  employees  and  leases  them 
back  to  you.  Your  office  routine  remains  unchanged, 
except  that  Staff  Leasing,  Inc.  handles  all  facets  of 
personnel  administration.  We  assume  responsibility 
for  payroll  and  related  accounting,  make  all 
employer  contributions  to  taxes  and  insurance  on 
behalf  of  employees,  and  manage  the  withholding 
and  deposit  of  all  employee  payroll  deductions. 
Because  a large  number  of  men  and  women  are 
employed  by  Staff  Leasing,  Inc.,  our  company  can 
provide  a package  of  employee  benefits  second  to 
none.  Your  staff  will  enjoy  group  medical  insurance, 
including  maternity  benefits;  group  dental 
insurance;  group  life  insurance;  a sound  retirement 
plan;  professional  liability  insurance;  worker's 
compensation  insurance;  and  more. 

Our  staff  leasing  arrangement  is  also  a recognized 
solution  to  the  affiliated  service  group  problem 
presented  by  federal  statutes.  Staff  Leasing,  Inc. 
meets  the  requirements  of  the  "safe  harbor" 
provision  of  Internal  Revenue  Code  Section 
414(n)(5). 


Staff  Leasing,  Inc.  is  not  an  employment  agency. 
We  simply  make  it  easier  for  you  to  operate  your 
professional  practice  or  corporation  with  existing 
staff.  Or  w'e  staff  vour  office  with  new  employees, 
subject  to  your  approval. 

Freedom.  It's  writing  one  check  a month  and  letting 
Staff  Leasing,  Inc.,  do  the  rest. 


Let  us  work  out  a staff  leasing  plan  for  you.  It  adds 
up  to  a better  way  of  doing  business. 


The  Employee  Leasing  Company 


IN  OKLAHOMA  CALL 
(405)  943-3310 

POST  OFFICE  BOX  12373 
OKLAHOMA  CITY,  OKLAHOMA  73157 


* * 

OB-GYN  — PEDIATRICIAN 
TEAM 

New  Hospital  Opening  in 
Fall  of  1984 
in  Fulton,  Missouri 

This  represents  an  outstanding  medical  prac- 
tice opportunity.  County  of  30,000  primary  ser- 
vice area  with  fine  small  community  of  1 2,000  + 
hosting  two  nationally  known  colleges  and  a 
growing  industrial  base.  We  are  close  to  the 
Lake  of  the  Ozarks  as  well  as  multiple  other 
recreational  opportunities  and  facilities.  The 
Hospital  has  a fine  tradition  of  strong  family- 
practice  physicians  and  has  recently  recruited 
an  orthopedic  surgeon  to  build  its  surgical  team 
to  two.  There  are  over  400  births  in  this  County 
this  year,  and  the  pediatric  population  is  grow- 
ing steadily.  Residents  want  the  best  in  special- 
ist medical  care.  For  further  information  regard- 
ing guarantees  or  other  considerations  contact 
Sharon  R.  Heinlen,  Administrator,  Callaway 
Community  Hospital,  Hospital  Drive,  Fulton, 
MO  65251,  314-642-3376. 
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1985  CME  Cruise/Conferences 
j7  on  Legal-Medical  Issues 


Accredited  for  20-24  CME  CAT.  1 Credits  by  The  Suffolk  Academy  of  Medicine 
Approved  for  20-24  AAFP  Prescribed  Credits 

The  programs  listed  below  were  scheduled  prior  to  12/31/80  and  conform  to  IRS  tax  deductibility 
requirements  under  Sec.  602  of  the  Tax  Reform  Act-P.L.  94-445,  effective  1/1/77,  with  the  excep- 
tion of  the  Hawaiian  Conferences,  which  conform  to  the  requirements  of  P.L.  97-424. 


24  CME  CREDITS 


24  CME  CREDITS 


□ *Jan.  9-19  (from  Ft.  Lauderdale,  FL) 
10  day  Caribbean  - TSS  FAIRWIND 

□ 

*July  24-Aug.  3 (from  Ft.  Lauderdale,  FL) 
10  day  Caribbean  - TSS  FAIRWIND 

□ *Mar.  30-Apr.  10  (from  Los  Angeles,  CA) 
11  day  Mexican  Riviera  - TSS  FAIRSKY 

□ 

August  9-23  (from  Genoa,  Italy) 

14  day  Mediterranean  - MS  COLUMBUS 

□ *July  8-20  (from  San  Francisco,  CA) 

20  CME  CREDITS 

12  day  Alaska/Canada  - TSS  FAIRSKY 

□ 

Monthly  7 day  cruise/seminars  from  Honolulu, 
HI  on  a variety  of  medical  topics. 

SS  CONSTITUTION,  SS  INDEPENDENCE 

*FLY  ROUND  TRIP  FREE  EXCELLENT  GROUP  FARES 

Please  send  Color  Brochures  and  additional  information  on  the  conferences  checked  above. 

PLEASE  PRINT 

NAME 


ADDRESS. 
CITY 


STATE 


.ZIP. 


Sponsored  by  International  Conferences  (516)  549-0869 


T 


U 


R 


N 


T O 


POSTGRADUATE  MEDICINE 


Postgraduate 

Medicine 


Each  issue  filled  with  diverse 
practical  information  in  all  areas 
of  medical  practice  including: 

• IM  Subspecialties 

• Pediatrics 

• Obstetrics/ Gynecology 

• Emergency  Medicine 

• Other  Key  Clinical  Areas 


Read  every  issue 

rostgaduate 

Medicine 

Where  Clinical  Diversity  is  an  Art. 


We  help 
bring  people 


W illow  View’s  adult  program  is 
designed  to  help  people  whose 
emotional  or  mental  problems  are 
temporarily  interfering  with  their 
ability  to  cope  with  the  world. 

These  people  need  intensive, 
individualized  treatment  by 
professional,  sympathetic  people, 
within  a highly  structured  environment  — 
exactly  what  Willow  View  provides.  It  has 
proven  highly  successful.  The  average  stay 
for  patients  in  our  adult  program  is  only 
21  days.  I Treatment  may,  of  course 
continue  on  an  outpatient  basis  after 
release  from  the  hospital.) 

Willow  View  is  the  only  private,  non- 
profit hospital  in  Oklahoma  dedicated 
solely  to  the  treatment  of  psychiatric 
illnesses  of  all  types,  among  all  ages.  The 


back 
to 

life 


key  word  is  " treatment”.  Willow 
View  is  not  an  institution  for  custodial 
care,  and  accepts  only  individuals  who 
are  treatable.  Located  on  15  acres  at 
2601  North  Spencer  Road,  it  is  a 
modern,  fully  staffed  facility  with  180 
full  and  part-time  employees. 

If  you  hav  e a patient  who  might 
benefit  from  the  rich  mixture  of  care  and 
discipline  at  Willow  View,  and  would  like  to 
know'  more  call  us.  Weil  discuss  our 
programs  and  methods  with  you,  arrange 
— if  you  wish  — a time  for  you  to  visit 
the  facility  and  meet  our  staff.  We  also 
have  an  information  packet  describing  our 
facility,  programs,  and  philosophy,  which 
we  would  be  happy  to  send  to  vou  and  to 
anyone  vou  recommend. 


Willow  View:  We  help  bring  people  back  to  life. 

Willow  View  Hospital 
2601  N.  Spencer  Rd. 

Oklahoma  City,  OK  73136 

Call,  14051  427-2441 


WILLOW  VIEW  MEDICAL  STAFF:  Nolen  L Armstrong,  M.D.;  Wolfgang  K Huber,  M D , Harald  S Kruger,  M D ; Siavash  Nael,  M.D.;  Harold  G Sleeper,  M.D.; 
CHIEF  OF  STAFF:  Nolen  L.  Armstrong,  M.D.;  ADMINISTRATOR:  Charles  B.  Linton. 

xiv  Oklahoma  State  Medical  Association 


OKLAHOMA 

CARDIOVASCULAR 

AND 

THORACIC  SURGERY 
ASSOCIATES 

800  Physicians  Professional  Bldg.  1044  Southwest  44th 
3400  N.W.  Expressway  Suite  #520 

Oklahoma  City,  Oklahoma  73112  Oklahoma  City,  Oklahoma  73109 
(405)  946-5641  (405)  631-8665 


1 (800)  522-6525 


Allen  E.  Greer,  MD,  Inc  James  M.  Hartsuck,  MD,  Inc 

John  M.  Carey,  MD,  Inc  R.  Darryl  Fisher,  MD,  Inc 

Nazih  Zuhdi,  MD,  Inc  Marvin  D.  Peyton,  MD,  Inc 

William  D.  Hawley,  MD,  Inc 


Diplomates  American  Board  of  Surgery 
Diplomates  American  Board  of  Thoracic  Surgery 
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Timberlawn  Psychiatric  Hospital 


• 206  Inpatient  Beds 

• Day  Hospital 

• Outpatient  Psychiatric 
Sendees 

• Department  of  Child  and  Adolescent 
Psychiatry 


• Family  Assessment  Center 

• Psychiatric  Residency  Program 

• Psychiatric  Evaluation 

PO.  Box  11288  Dallas,  Texas  75223 

214/381-7181 

Established  in  1917 


ttHS 
£K 
« 


750  Northeast  13th  Street 
Near  the  Oklahoma  Health  Center 
(2  Blocks  East  of  Lincoln  Blvd.) 
Oklahoma  City,  Oklahoma 


Specializing  in  the  diagnosis 
and  treatment  of  allergic  diseases 
in  adults  and  children. 


George  S.  Bozalis,  MD± 
Vernon  D.  Cushing,  MCfr* 
George  L.  Winn,  MCH- 
Robert  S.  Ellis,  MD^* 
Lyle  W.  Burroughs,  MDt° 


f Consultant 

t Diplomate  American  Board  of  Allergy  and  Immunology 
* Diplomate  American  Board  of  Internal  Medicine 
° Diplomate  American  Board  of  Pediatrics 

Post  Office  Box  26827 
Oklahoma  City,  Oklahoma  73126 
Telephone  (405)  271-3232 
Dwight  Mitchell,  Jr.,  Administrator 

By  appointment  8 a.m.  to  5 p.m.  (Wednesday  and  Saturday  8 a.m.  to  12  noon) 


Charles  D.  Haunschild,  M[h° 
James  H.  Wells,  MDt* 
John  R.  Bozalis,  MDt* 
James  D.  Lakin,  Ph.D.,  MD^* 
John  S.  Irons,  MDt° 
Warren  V.  Filley,  M.D.t* 
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Oklahoma  State  Medical  Association 


ORTHOPEDIC  ASSOCIATES,  INC. 


3301  N.W.  50th 

Oklahoma  City,  Oklahoma  73112 
(405)  947-091 1 


David  R.  Brown,  MD  David  A.  Flesher,  MD 

Ralph  E.  Payne,  Jr.,  MD  Nathan  E.  Bradley,  MD 

J.  Charles  Monnet,  MD  Thomas  H.  Flesher  III,  MD 


Diplomates  of  American  Board  of  Orthopaedic  Surgery 


Sports  Medicine  Surgery  of  the  Spine 

Arthroscopic  Surgery  Total  Joint  Replacement 


THE  ARTHRITIS  CLINIC 


Arthritis,  Rheumatism  and  Related  Diseases 


Lyman  C.  Veazey,  MD 
Lloyd  G.  McArthur,  PhD,  MD 


Winfred  L.  Medcalf,  MD 
Robert  C.  Troop,  PhD,  MD 


207  C Street  NW  Ardmore,  Ok.  73401 

Phone  (405)  223-5180 
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GLRxr-nEL/on  curnc 


INDUSTRIAL  MEDICINE 

WILLIAM  G.  MAYS,  MD,  Inc. 
RALPH  L.  NICHOLSON,  MD,  Inc. 


PEDIATRICS 

GEORGE  R.  KRIETMEYER,  MD,  Inc. 
HUGH  C.  GRAHAM,  JR.,  MD 
JOEL  K.  GIST,  MD 


RADIOLOGY 

WILLIAM  K.  HICKS,  MD 


INTERNAL  MEDICINE  & 
EXECUTIVE  PHYSICALS 

ROBERT  T.  CRONK,  MD,  INC. 

WILLIAM  F.  EWING,  MD,  INC. 

BOYD  O.  WHITLOCK,  MD 

RICHARD  H.  REID,  MD 

R.  A.  SEARCY,  MD 

PHILIP  W.  PERRYMAN,  JR.,  MD 


WAYNE  KELLY,  MD 
JAMES  L.  BACON,  MD 
GLEN  L.  BERKENBILE,  MD 


GENERAL  SURGERY 

ROBERT  G.  PERRYMAN,  MD,  Inc. 
FRANKLIN  S.  NELSON,  MD 


ADMINISTRATION 

JOSEPH  W.  RHINE 

GARY  D.  GIBSON 


1923  East  21st  Street  Box  52218*TULSA,  OKLAHOMA  74152  • PHONE  (918)  742-3341 


THE  McALESTER  CLINIC,  INC. 


Van  Buren  at  Strong 
McAlester,  Oklahoma  74501 
(918)  426-0240 


INTERNAL  MEDICINE 

STEVEN  D.  ATWOOD,  MD 
CHARLES  K.  HOLLAND,  MD 
R.  KERN  JACKSON,  MD 
KENNETH  P.  MILLER,  MD 
LEROY  M.  MILTON,  MD 


PEDIATRICS 

DELTA  W.  BRIDGES,  JR.,  MD 
THURMAN  SHULLER,  MD 
PAUL  S.  THOMAS,  MD 

OTOLARYNGOLOGY 

DONALD  E.  CRAWLEY,  MD 
SAMUEL  E.  DAKIL,  MD 

RADIOLOGY 

BRUCE  H.  BROWN,  MD 


FAMILY  MEDICINE 

JOHN  B.  COTTON,  MD 
WILLIAM  E.  GUPTON,  MD 
STEPHEN  D.  SWANK,  MD 

OBSTETRICS-GYNECOLOGY 

ROBERT  G.  CATES,  MD 
DAVID  L.  DOYLE,  MD 
DWAIN  DOYLE,  MD 
W.  RILEY  MURPHY,  JR.,  MD 

SURGERY 

WILLIAM  G.  BLANCHARD,  MD 
GEORGE  M.  BROWN,  JR„  MD 
DAVID  T.  MacMILLAN,  MD 

ADMINISTRATION 

PAUL  B BISHOP 


xviii 


Oklahoma  State  Medical  Association 


Shawnee  Medical  Center  Clinic,  Inc. 

2801  N.  SARATOGA  / P O.  BOX  849  / SHAWNEE,  OKLAHOMA  74801  / Phone:  405-273-5801 


ALLERGY 

A M.  Bell,  MD* 


ANESTHESIOLOGY  CONSULTANTS 

Ellis  Brown,  MD* 

Michael  Daughety.  MD' 


DERMATOLOGY 

Bert  C Frichot,  III.  MD* 


FAMILY  PRACTICE 

K T Mosley,  Jr.,  MD 


GENERAL  SURGERY 

Frank  H.  Howard,  MD* 
Jerold  D Kethley,  MD 
S.  B.  VanLandingham,  MD 


INDUSTRIAL  MEDICINE 

A M Bell,  MD 
Jake  Jones,  Jr. . MD 


INTERNAL  MEDICINE 

Merle  L.  Davis,  MD 
Larry  D Fetzer.  MD 
Eldon  V Gibson.  MD* 
John  R Hayes,  MD 
D A Mace,  MD 
J.  B.  Jarrell,  MD* 


NEONATOLOGY 

R K Mohan,  MD 


OBSTETRICS,  GYNECOLOGY 

Richard  E Jones,  MD" 

Stephen  E.  Trotter,  MD 


ORTHOPEDIC  SURGERY 

T A Balan,  MD,  FAAOS* 

R M Kamath,  MD,  MS  (Ortho) 
S.  M.  Waingankar,  MD* 


OTORHINOLARYNGOLOGY 

S Rishi,  MD 


PATHOLOGY  CONSULTANT 

David  L McBride,  MD* 


PEDIATRICS 

A.  M.  Bell,  MD* 

Jake  Jones,  Jr.,  MD 
R K Mohan,  MD' 


RADIOLOGY  CONSULTANTS 

William  Phillips,  MD' 

Robert  G.  Wilson,  MD‘ 

Cranfill  K.  Wisdom,  MD*’ 


UROLOGY 

N M Kotecha,  MD 


ADMINISTRATOR 

W J.  Birney 

* Board  Certified 


FAMILY  PRACTICE 

J.  W McDomel.  MD 
J.  O Wood.  Jr.,  MD 
J Ed  Brown,  MD 


THE  CHICKASHA  CLINIC 

AND 

CHICKASHA  CLINIC  AT  TIMBER  CREEK 


INTERNAL  MEDICINE 

W.  S.  Harrison,  MD 
D L.  Stehr.  MD 
R S Davis,  MD 
Don  R Hess.  MD 
Vernon  A.  Vix,  MD 
Randall  L.  Jenkins.  MD 

CARDIOLOGY 

J.  T,  Bledsoe,  MD 

GASTROENTEROLOGY 

C K Su.  MD 

DERMATOLOGY 

David  H Deck,  MD 

PEDIATRICS 

R E Herndon,  MD 
E R.  Orr,  MD 
J.  E.  Freed,  MD 
M P Escobar,  MD 
D.  F.  Haslam,  PhD,  MD 
OBSTETRICS  AND  GYNECOLOGY 
Nancy  W Dever,  MD 
Alan  J.  Weedn,  MD 

Michael  Beason,  MD  ^ Accredited 


GENERAL  AND 
VASCULAR  SURGERY 

Linda  M.  Johnson.  MD 
Wayne  L Manson,  MD 

THORACIC  AND 
VASCULAR  SURGERY 

Paul  B Loh,  MD 

OPHTHALMOLOGY 

John  R Gearhart.  MD 

UROLOGY 

K T.  Varma,  MD 

ORTHOPEDIC  SURGERY 

W T.  Morris,  MD 
Keith  W Riggins,  MD 

GENERAL  SURGERY  AND 
INDUSTRIAL  MEDICINE 

C R Gibson.  MD 


Accreditation  Association  for  Ambulatory 


ANESTHESIOLOGY 

T.  Gowlikar,  MD 
Gideon  Lau.  MD 
M M Vaidya.  MD 

PHYSICAL  MEDICINE 
AND  REHABILITATION 

Kumad  Vaidya,  MD 

RADIOLOGY  (Consulting) 

Medical  Radiology.  Inc, 

CLINICAL  PSYCHOLOGY 

James  M Ross,  PhD 

SPEECH  PATHOLOGY 

Colette  Ellis,  MEd.  CCC 

PHYSICIANS  ASSISTANTS 

W M Ohl,  PA 
H L Watkins,  PA 
Myra  Campbell,  PA 

ADMINISTRATION 

James  W Loy 
Benjamin  Kready 

Care,  Inc. 


MAIN  CLINIC  CHICKASHA  CLINIC  AT  TIMBER  CREEK 

2222  IOWA,  CHICKASHA,  OK  224-4853  ROUTE  3,  BOX  124M,  TUTTLE,  OK  73089 
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MEDICAL  ARTS  CLINIC  OF  ARDMORE,  INC. 

921  Fourteenth  Avenue  Northwest 

Ardmore,  Oklahoma  73401 

General  Surgery 

Internal  Medicine 

THORNTON  KELL,  MD,  FACS 

J.  HOBSON  VEAZEY,  MD 

"TOM  SPARKS,  MD,  FACS 

"CLIFFORD  LORENTZEN,  MD,  FACP 

* WILFRED  S.  GAUTHIER,  MD,  FACS 

"DAVID  D.  ROSE,  MD 

"JOE  R.  HAMILL.  MD 

"KEVIN  H.  REED,  MD 

Radiology  (Consultants) 

"MY  Q TRAN  MD 

* MICHAEL  W.  BROWN,  MD 

"JAMES  A.  CHAPMAN,  MD 

Gastroenterology 

'MY  Q.  TRAN,  MD 

Pathology  (Consultant) 

"CARL  A.  SCHWEERS,  MD 

Administrator 

ROGER  H.  HUGHES 

Phone:  A/C  405-223-5311 

"Specialty  Board  Diplomate 

^Specialty  Board  Eligible 

Orthopedic  & Arthritis  Center 


McBRIDE  CLINIC,  Inc. 

1111  North  Dewey  Oklahoma  City,  Oklahoma  232-0341 


DEPARTMENT  OF  ORTHOPEDICS 
♦Marvin  K.  Margo,  MD,  FACS 
♦James  P.  Bell,  MD,  FACS 
♦Stephen  Tkach,  MD,  FACS 
♦Joseph  F.  Messenbaugh  III,  MD,  FACS 
♦J.  Patrick  Evans,  MD,  FACS 
♦Edwin  E.  Rice,  MD,  FACS 
♦Warren  G.  Low,  MD 
♦Thomas  C.  Howard,  III,  MD 
David  H.  Holden,  MD 


DEPARTMENT  OF  ARTHRITIS 
John  A.  Blaschke,  MD 
Mary  L.  Duffy  Honick,  MD 
♦Richard  J.  Hess,  MD,  FACP 
♦Jon  W.  Blaschke,  MD 
♦R.  Eugene  Arthur,  MD 


DEPARTMENT  OF  OCCUPATIONAL  and 
INDUSTRIAL  MEDICINE 


Robert  R.  Dugan,  MD 
Jack  W.  Parrish,  MD 


♦Specialty  Board  Diplomate 


MANAGEMENT  SERVICES 
James  A.  Hyde,  Administrator 
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Oklahoma  State  Medical  Association 


Raymond  F.  Hain,  M.D. 
Robert  C.  MacKay,  M.D. 
Dan  F.  Keller,  M.D. 

Willard  Aronson,  M.D. 

Fay  Knickerbocker,  M.D. 
Lynn  B.  Moon,  M.D. 

Peter  F.  Brumbaugh,  M.D. 
Peter  A.  Accetta,  M.D. 

Diplomates,  Amer  Board  of  Pathology 


Pasteur  Medical  Bldg. 
Room  254 
1111  N.  Lee 


West  Laboratory 
Room  100 

3400  N.W.  Expressway 


Oklahoma  City,  Oklahoma 


PATIENT  CARE  FACILITIES 

Edmond 

13439  N.  Broadway  Ext. 
Edmond,  OK 


North  Laboratory 
Room  LL7 
4200  W.  Mem.  Rd. 

South  Laboratory 
Room  107 
1044  S.W.  44 


Jack  M.  Stephenson,  M.D 
Paul  E.  Kaldahl,  M.D. 

Perry  A.  Lambird,  M.D. 
Michael  R.  Harkey,  M.D. 
Thomas  A.  Hosty,  M.D. 
John  R.  Rogers,  M.D. 
Hatton  W.  Sumner,  M.D. 
Ronald  J.  Biscopink,  M.D. 

Diplomates,  Amer  Board  of  Pathology 


Physicians  & Surgeons  Bldg. 
Room  105 
1211  N.  Shartel 


East  Laboratory 
Room  113 

711  Stanton  Young  Blvd. 


(405)  239-7111  1-800—942-3514 

PICKUP— DELIVERY 

1111  N.  Shartel 


OKLAHOMA  HAND,=^tiij-i 
SURGERY  CENTER,  INfUNgJ 

Carlos  A.  Garcia-Moral,  MD,  FACS 
405/232-3210 

711  Stanton  L.  Young  Boulevard,  Suite  510  Oklahoma  City,  Ok  73104 


When  pulmonary  impairment  is  suspected 

OKLAHOMA  LUNG  FUNCTION  LABORATORY,  INC. 

R.J.  Dougherty,  MD 

□ Clinical  spirometry  □ Diffusing  capacity 

□ Lung  volumes  □ Diagnostic  skin  testing 

□ Arterial  blood  gas  analysis 

235-3338  1111  N.  Lee,  Pasteur  Building  228  235-1701 
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UROLOGICAL  and 
GENITOURINARY  SURGERY 


OKLAHOMA 


CHARLES  L.  REYNOLDS,  JR.,  MD,  FACS,  FICS 
DIPLOMATE  of  the  AMERICAN  BOARD 
of  UROLOGY 

DISEASES  of  the  KIDNEY, 

BLADDER  and  PROSTATE 
GENITOURINARY  SURGERY 
FEMALE  URINARY  TRACT  DISEASE 
PEDIATRIC  UROLOGY 
MICROSURGERY  for  INFERTILITY 
PROSTHETIC  SURGERY  for  IMPOTENCY 
RENAL  PHYSIOLOGY  LABORATORY 
URODYNAMICS  LABORATORY 


CLINIC 


Oklahoma  Spine/Pain  Clinic 

Multi-disciplinary  approach 
to  evaluation  and  treatment 
of  acute  or  chronic  musculoskeletal  pain. 


3131  NORTHWEST  EXPRESSWAY 
SUITE  201 

OKLAHOMA  CITY,  OKLAHOMA  73112 

TOLL  FREE  (800)  522-8668 

OFFICE  (405)  843-5761  RESIDENCE  (405)  842-6420 
IF  NO  ANSWER  (405)  523-1999 


William  N.  Harsha,  MD 
Diplomate  American  Board  Orthopaedic  Surgery 

Doctors  Medical  Building 
Oklahoma  City,  Oklahoma  73112 
5700  N.W.  Grand  Blvd. 

(405)  943-9561 


OKLAHOMA  PLASTIC  & RECONSTRUCTIVE  SURGEONS,  INC. 

W.  Edward  Dalton,  MD,  FACS  Paul  Silverstein,  MD,  FACS  J.  Michael  Kelly,  MD,  FACS 

Plastic,  Reconstructive  & Cosmetic  Surgery;  Surgery  of  the  Hand  & Congenital  Deformities; 
Oncologic  Surgery  of  the  Head  and  Neck,  Burn  Surgery 

3301  Northwest  63rd  Street,  Oklahoma  City,  Okla.  73116 
(405)  946-0731 

Board  Certified  in  Plastic  Surgery 
Board  Certified  in  General  Surgery 


NAVY  MEDICAL  OPPORTUNITIES! 


Desire  inquiries  from:  general/orthopedic  surgeons 

urologist  - anesthesiologists  - 
ENT  - and  others. 

Guaranteed  locations:  San  Diego,  Portsmouth,  VA., 

Bethesda,  Charleston,  S.C., 
Japan,  Spain,  Phillippines. 

Call  (405)  231-5337  / 5339  (collect) 

NAVY  — THE  PREFERRED  SERVICE 
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Oklahoma  State  Medical  Association 


CARDIOVASCULAR 


AEROSPACE  MEDICINE 

CARDIOVASCULAR 

CLYDE  A LYNN.  BA,  MPH.  MD 
Board  Certified.  Aerospace  Medicine 
Fellow,  Amencan  College  of  Preventive  Medicine 
Flight  Surgeon.  US  Army  and  Navy 
Commercial  Pilot  and  Flight  Instructor,  Instrument  and  Multi-engine 
Referrals  tor  Medical  Certification  of  Pilots  Accepted 
1317  Brookhaven  Blvd  by  Appointment  (405) 

Norman,  OK  73069  329-2625 

Senior  Aviation  Medical  Examiner 

FAA  NO,  07448-1 

CARDIOVASCULAR  CLINIC 

Wm  Best  Thompson.  MD  Ronald  H.  White,  MD  W H.  Oehlert,  MD 

Galen  P Robbins,  MD  William  J.  Fors,  MD  Charles  F Bethea.  MD 

William  S Myers.  MD  Fred  E Lybrand,  MD 

Lawrence  M Higgs.  MD  Mel  Clark,  MD 

CARDIOVASCULAR  DISEASES 
Cardiac  catheterization,  aortography  and  coronary  arteriography 
Coronary  and  Peripheral  angioplasty,  telephone  electrocardiography 
and  echocardiography 

Nuclear  cardiology  and  Treadmill  effort  tolerance 

ALLERGY 

CARDIOVASCULAR  BUILDING 

3300  Northwest  56th  Oklahoma  City,  Okla  731 12  Telephone  947  3341 

Northwest  Medical  Center  Suite  602 

CARDIOVASCULAR  ASSOCIATES 
Adult  Cardiovascular  Diseases 

NORTHWEST  ALLERGY  CLINIC.  INC 

Cardiac  Catheterization,  Aortography  and  Selective  Coronary  Arteriography 
Coronary  and  Peripheral  Angioplasty 

John  L Davis,  MD 
3330  N W 56th 

Oklahoma  City.  Oklahoma  73112 
405  843-6619 

Telephone  Electrocardiography  (24  hr.  service).  Treadmill 
Effort  Tolerance,  Hypertensive  Evaluation 
*J.J  Donnell.  MD  947-2556  'G.L.  Homck.  MD  943-8428 

J.  L.  Bressie.  MD  946-0568  A.F.  Elliott.  MD  943-8421 
A S Dahr.  MD  947-2321  Gary  Worcester.  MD  943-4134 

Jan  Voda.  MD  947-1297 

OKLAHOMA  ALLERGY  CLINIC.  INC 

‘Certified  by  the  American  Board  of  Cardiovascular  Disease 
Doctors  Medical  Building 

George  S.  Bozalis.  MDJ  Charles  D.  Haunschild.  MD7 

Vernon  D.  Cushing.  MD'1'  James  H,  Wells.  MD" 

George  L.  Winn.  MD7  John  R Bozalis.  MD7* 

Robert  S,  Ellis.  MD7  James  D.  Lakin,  PhD.  MDT " 

Lyle  W Burroughs.  MDT  John  S.  Irons.  MD7 

Warren  V.  Filley,  MD7* 

8th  Floor  5700  N W Grand  Blvd  Oklahoma  City.  Oklahoma  73112 

DERMATOLOGY 

RONALD  W GILCHRIST.  JR  . MD 

iConsultant 

TDiplomate  American  Board  of  Allergy  and  Immunology 
Diplomate  American  Board  of  Internal  Medicine 
Diplomate  American  Board  of  Pediatrics 

Diseases  and  Malignancies  of  the  Skin 
632-5565  X-Ray  and  CC h Laser  Therapy 

Oklahoma  City.  OK  73109  3500  South  Western 

Office  Address  Mail  Address 

750  Northeast  13th  Street  Post  Office  Box  26827 

Telephone  405  271-3232  Oklahoma  City,  OK  73126 

ROBERT  L.  OLSON.  MD 
Diseases  of  the  Skin 

Suite  502  Skin  Cancers  942-8825 

3141  N W Expressway  Oklahoma  City.  Oklahoma  73112 

JAMES  A MURRAY,  MD.  INC 
Diagnosis  and  Treatment  of  Allergic  Diseases 
Adults  and  Children 

SKIN  & SKIN  CANCER  CENTER.  INC 
C Jack  Young,  MD 

Radium  Therapy  Hemangiomas  X-Ray  Therapy 

JAMES  A MURRAY,  MD 
Fellow  American  Academy  of  Allergy 
Fellow  American  College  of  Allergists 
Diplomate  American  Board  of  Allergy  and  Immunology 

CLINIC  BUILDING  3434  N W 56th 

OKLAHOMA  CITY,  OKLAHOMA  946-5678 

Suite  101  6465  South  Yale  Avenue 

Warren  Professional  Building  918  492-0484 

Tulsa.  Oklahoma  74177 

ENDOCRINOLOGY  - METABOLISM  - DIABETES 

CARDIOLOGY 

JOHN  WHITFIELD  DRAKE,  MD 

Diplomate  American  Board  of  Internal  Medicine  in  Endocrinology 
Langston  Medical  Clinic.  Inc.  / 842-8655 
3200  W.  Wilshire  Blvd  Oklahoma  City,  Oklahoma  73116 

STANLEY  R McCAMPBELL.  MD 

Cardiology  and  Electrocardiography 

MODHI  GUDE.  MD 

Diplomate  American  Board  of  Internal  Medicine 

1211  North  Shartel  236-1295 

Endocrinology  and  Metabolism 

Oklahoma  City,  Oklahoma 

Pasteur  Medical  Building  Suite  549  232-8965 

1111  North  Lee.  Oklahoma  City.  OK  73103  If  no  answer  949-5067 

Professional  Card  listings  are  available  to  Members. 

NEPHROLOGY 

T.  V.  VENKATARAMAN,  MD 

They  are  sold  in  vertical  increments  of 

Diplomate  - American  Board  of  Internal  Medicine 
and  Nephrology 

one-half  inch,  at  the  rate  of  S50.00  per  year. 

1111  N.  Lee.  Suite  553  316  S.  Midwest  Blvd. 

Oklahoma  City.  OK  73103  Midwest  City,  OK  73110 

(405)  235-8229  (405)  733-9987 

If  no  answer  (405)  272-7155 
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NEUROPSYCHIATRY 


PEDIATRIC  SURGERY 


HAROLD  G SLEEPER.  MD.  PAPA 
Diplomate  American  Board  of  Psychiatry 
and  Neurology  in  Psychiatry 
Practice  Limited  to 

Psychiatry  — Electroencephalography 

424-5293  2603  Spencer  Road  WVH  427-2441 

Spencer  Oklahoma  73084 


OPHTHALMOLOGY 


John  W Huneke,  MD.  FACS.  Inc 
Diseases  and  Surgery  of  the  Eye 
Certifieo  oy  the  American  Board  of  Ophthalmology 
Phone  332-1880  1414  Arlington  Suite  2300  Ada.  Oklahoma  74820 


JAMES  B MILLS.  MD  232-4222 

Surgery  and  Diseases  of  the  Eye 

JAY  C JOHNSTON.  MD  232-5543 

Lacrimal  Surgery,  Dacryocystorhinostomy.  Jones  Tubes 

Certified  by  the  American  Board  of  Ophthalmology 
425  NW  11th  Street  Oklahoma  City  73103 

JAMES  L DUNAGIN,  JR  . MD 
Diseases  and  Surgery  of  the  Eye 
Diplomate  American  Board  of  Ophthalmology 
6th  and  Washington  McAlester.  Oklahoma  74501 

V JERRY  SHEPHERD.  MD 
Diseases  and  Surgery  of  the  Eye 
Certified  by  the  American  Board  of  Ophthalmology 

3400  N W 56th  St  . Suite  G-2  Ph0ne  946'3327  Oklahoma  City  73112 


ORTHOPEDICS 


DUNCAN  REGIONAL  ORTHOPAEDIC  ASSOCIATES.  INC. 

THOMAS  J.  EISER.  MD 
ROBERT  M.  SIMPSON.  MD 

ORTHOPAEDIC  SURGERY  & SURGERY  OF  THE  HAND 

DIPLOMATES  AMERICAN  BOARD  OF  ORTHOPAEDIC  SURGERY 
FELLOWS,  AMERICAN  ACADEMY  OF  ORTHOPAEDIC  SURGEONS 

2815  W.  Elk 

OFFICE  (405)  252-3400  DUNCAN.  OKLAHOMA  73533 


ORTHOPEDIC  SURGERY  AFFILIATES.  INC 
1044  S W 44th 

Oklahoma  City,  Oklahoma  73109 
405-631-7444 

Dale  R Butler.  MD.  FACS  G David  Casper,  MD 

J A Rosacker.  MD 


JOHN  RAYMOND  STACY.  MD,  FACS 
Diplomate  American  Board  of  Orthopedic  Surgery 
Orthopedic  and  Fracture  Surgeon 

415  N W 12th  St  Oklahoma  City,  Oklahoma  235-6315 


OTOLARYNGOLOGY 
HEAD  AND  NECK  SURGERY 


Oklahoma  Otolaryngology  Associates 
RAYMOND  O SMITH.  JR  , MD,  FACS 
Head  and  Neck  Surgery 
Facial  Plastic  and  Reconstructive  Surgery 
4200  West  Memorial  Road.  Suite  606 
Oklahoma  City,  Oklahoma  73120 
Phone  405  755-1930 


E Ide  Smith.  MD*  Wm.  P Tunell.  MD*  Dennis  J.  Hoelzer,  MD 
940  N E 1 3th  Street 

Oklahoma  City.  Oklahoma  73126  405  271-5922 

‘American  Board  of  Surgery  — 

Special  Comoetence  in  Pediatric  Surgery 

PSYCHIATRY 


JOHN  C.  CHELF,  MD 

Diplomate  of  American  Board  of  Psychiatry  and  Neurology  in  Psychiatry 

Suite  208  Medical  Plaza  Building  620  South  Madison  Enid,  OK  73701 

233-7356 

LARRY  PRATER.  MD 
Practice  Limited  to  Psychiatry 

Suite  318  Classen  Professional  Bldg.  232-5453/272-7155 

1110  N.  Classen  Boulevard  Oklahoma  City,  Oklahoma  73106 

PSYCHIATRY  272-0734 
Robert  J Outlaw.  MD.  FAPA 
R Murali  Krishna.  MD.  MAPA 

Diplomates  of  American  Board  of  Psychiatry  and  Neurology  in  Psychiatry 
John  C Andrus.  MD.  MAPA 

Thurman  E Coburn.  PhD.  Licensed  Clinical  Psychologist 
Philip  J Murphy,  PhD.  Licensed  Clinical  Psychologist 
Suite  308  David  Schwartz,  ACSW.  Clinical  Psychiatric  Social  Worker 
Physicians  & Surgeons  Building  1211  North  Shartel  Oklahoma  City  73103 


PULMONARY  DISEASE 


STEPHEN  N ADLER.  MD 
Diplomate 

American  Board  of  Internal  Medicine 
American  Board  of  Internal  Medicine  - Pulmonary  Disease 

Pulmonary  Medicine  Fiberoptic  Bronchoscopy 

Pulmonary  Function  and  Methacholme  Testing  Lung  Needle  Biopsy 

Pulmonary  Artery  (Swan-Ganz)  Catheterization  Critical  Care  Medicine 

Mercy  Doctors  Tower  4200  Memorial  Road 

Oklahoma  City.  OK  73120  (405)  755-4290 


RAYMOND  J DOUGHERTY  MD 

Diplomate  American  Board  of  Pulmonary  Disease 
Practice  Limited  to  Pulmonary  Disease 

204  Pasteur  Building  235-1701 

Oklahoma  City,  Oklahoma  73103 


NORMAN  K IMES.  MD 
DENNIS  M.  PARKER.  MD 

Diplomates  American  Board  of  Internal  Medicine 
American  Board  of  Internal  Medicine  - Pulmonary  Disease 
Consultants  in  Diseases  of  the  Chest 
Fiberoptic  Bronchoscopy 
Pulmonary  Function  Evaluation 
Intensive  Care  Medicine 

3330  N W 56  Street  405  949-9400 

Oklahoma  City,  Oklahoma  73112 


Professional  Card  listings  are  available  to  Members. 
They  are  sold  in  vertical  increments  of 
one-half  inch,  at  the  rate  of  $50.00  per  year. 
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RADIOLOGY 

WILLIAM  J.  FORREST.  MD 

RADIOLOGY  ASSOCIATES.  INC 

JAMES  T BOGGS.  MD  MICHAEL  A SARTIN.  MD 

ROBERT  SUKMAN,  MD,  FACR  RALF  E.  TAUPMANN.  MD 

WILLIAM  R ALBRACHT,  MD  GARY  G ROBERTS.  MD 

ROGER  B COLLINS.  MD  JOHN  R OWEN.  MD 

GEORGE  BEN  CARTER.  MD  HAROLD  D DAVIDSON,  MD 

RICHARD  B PRICE,  MD.  FACR.  DABNM  JAY  A HAROLDS,  MD.  DABNM 

Plastic  and  Reconstructive  Surgery 
Surgery  of  the  Hand 

3400  N W Expressway  947-8760 

Oklahoma  City 

HERBERT  M KRAVITZ,  MD.  FACS 
Diplomate  American  Board  of  Plastic  Surgery 

Diplomates  American  Board  of  Radiology 
X-Ray-Diagnosis  including  Ultra  Sonography,  Xeromammography, 
Radiation  Therapy  — Nuclear  Medicine  — CAT  Scanning 
Digital  Subtraction 

Reconstructive,  Cosmetic  and  Hand  Surgery 

Office  946-2694  2620  Northwest  Expressway 

Oklahoma  City,  Oklahoma 

204  Medical  Tower  Bldg  848-7741  Baptist  Medical  Center  949-3202 

400  Physicians  Prof.  Bldg  943-9646  Bethany  General  Hospital  787-3450 

700  Doctors  Medical  Bldg  946-9923  Deaconess  General  Hospital  946-5581 

UROLOGY 

GENE  T BAUMGARNER,  MD.  FACS 

RADIOLOGIC  SPECIALTIES.  LTD 
4045  Northwest  64th  Street.  Suite  125 
Oklahoma  City  Oklahoma  73116 

Practice  Limited  To  Whole  Body  CT  Scanning 

Diplomate  of  the  American  Board  of  Urology 
Mercy  Doctors  Tower 
4200  West  Memorial  Road 

Oklahoma  City.  Oklahoma  73120  405  755-3723 

A de  QUEVEDO.  MD,  Inc 
Diplomate  of  the  American  Board  of  Urology 

V C Tisdal  III,  MD  (405)  848-0075  Rebecca  Goen  Tisdal.  MD 

Suite  606 

Diplomates  American  Board  of  Radiology 

1211  N Shartel  Oklahoma  City,  Oklahoma  73103  232-1333 

PHILIP  D.  DIGGDON.  MD.  FACS 
Diplomate  of  the  Amencan  Board  of  Urology 

SURGERY 

312  Warren  Prof.  Bldg.  6465  S.  Yale.  Tulsa,  OK 
Office:  (918)  492-6322  Home:  (918)  492-1143 

Same  day  service 

ROBEH  I B HOWAHU,  MU,  FACS 
Certified  American  Board  of  Surgery 
Practice  Limited  to  General  Surgery  and  Diseases  of  the  Thyroid  Gland 
544  Pasteur  Medical  Bldg  Phone  235-2341  Oklahoma  City 

CLARK  HYDE.  MD 

2801  Parklawn  Dr..  #300„  ...  1110  N Classen,  #205 

Midwest  City,  OK  73110  Pediatric  and  Adult  Urology  0k|ahoma  City  OK  73106 
(405)  737-5667  (405)  232-0273 

MICHAEL  E.  REIF.  MD 
Diplomate  American  Board  of  Surgery 
Fellow  American  College  of  Surgery 
General  and  Peripheral  Vascular  Surgery 
708  Mercy  Doctors  Tower  By  appointment  755-1750 

4200  West  Memorial  Road  Oklahoma  City,  OK  731 20  After  hours  232-8861 

BARNEY  J LIMES,  MD 
Practice  Limited  to  Urology 

Physicians  and  Surgeons  Bldg 
1211  N Shartel 

SURGERY.  COLON  AND  RECTAL 

Oklahoma  City 
Phone  235-0315 

ROBERT  J CAPEHART.  MD 

2325  South  Harvard  Suite  306 

Tulsa,  Oklahoma  74114 

JOSEPH  D PARKHURST.  MD 
Diplomate  American  Board  of  Urology 

7908  N W 23rd  Street  Suite  7 

Bethany.  OK  73008  495-6134 

(918)  744-5817 

Practice  Limited  To  Colon  & Rectal  Surgery  and  Colonoscopy 

CHARLES  L REYNOLDS.  JR.,  MD.  FACS,  FICS 
DIPLOMATE  of  the  AMERICAN  BOARD  of  UROLOGY 
DISEASES  of  the  KIDNEY,  BLADDER,  and  PROSTATE 

SURGERY,  RECONSTRUCTIVE  AND  PLASTIC 

3131  NORTHWEST  EXPRESSWAY 
OKLAHOMA  CITY,  OKLAHOMA  73112 

PARAMJIT  S BAJAJ.  MD,  FACS 
FRCS  (England),  FRCS  (Edinburgh) 

Certified  American  Board  of  Plastic  Surgery 
Plastic  and  Reconstructive  Surgery 
Maxillofacial  and  Cosmetic  Surgery 
Surgery  of  the  Hand 

1 1 1 0 N Classen  Blvd.  235-6671 

Suite  304  Oklahoma  City.  Okla  73106 

OFFICE  405  843-5761 

RESIDENCE  405  842-6420  IF  NO  ANSWER  405  523-1999 

1110  Classen  Blvd.  JAMES  R.  WENDELKEN,  MD  2801  Parklawn 

Oklahoma  City.  OK  Pediatric  and  Adult  Urology  Midwest  City,  OK 

73106  73110 

Telephone  (405)  232-0273 

LEONARD  H BROWN.  MD 

PHILLIP  H WINSLOW.  MD.  FACS 
Diplomate  American  Board  of  Urology 

Diplomate  American  Board  of  Plastic  Surgery 
Plastic  and  Reconstructive  Surgery 
Cosmetic  Surgery 

Hours  by  Appointment  Medical  Plaza 

(405)  765-4620  123  Patton  Drive 

Answering  Service  (405)  765-5826  Ponca  City  OK  74601 

6913  S Canton  Tulsa.  Oklahoma  74136  492-3964 

Professional  Card  listings  are  available  to  Members. 
They  are  sold  in  vertical  increments  of 
one-half  inch,  at  the  rate  of  $50.00  per  year. 
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Invest  in  the  future  — 
through  membership 

September  is  the  time  of  year  that  state  and 
county  auxiliaries  begin  gearing  up  for  another 
year  of  activities.  The  summer  months  of  plan- 
ning are  finally  put  into  action.  Among  these 
many  activities  is,  of  course,  the  annual  mem- 
bership drive.  As  we  begin  our  year  let  us  all 
remember  the  5 Rs  of  membership: 

1.  RENEW  the  present  membership. 
Remember  those  who  have  helped  so 
much  in  the  past,  and  let  them  know 
that  we  appreciate  and  value  their 
work.  An  interested  member  will  con- 
tinue to  be  a member.  Remember  that 
they  are  our  best  ambassadors. 

2.  RECRUIT  the  new  member. 

New  arrivals  need  us  as  much  as  we 
need  them.  They’ve  joined  the  auxiliary 
because  they’re  interested.  Give  them 
a job.  Tell  them  they’re  wanted.  Encour- 
age them  to  become  involved. 

3.  REFRESH  the  nonmember. 

Tell  them  about  the  benefits  of  belong- 
ing and  how  much  they  can  help.  Make 
a list  of  potential  members.  Send  them 
a letter  or  give  them  a call.  Let  them 
know  we  need  them. 

4.  REACTIVATE  the  drop-out  member. 
Let  them  know  they’ve  been  missed. 
Ask  them  to  join  and  lend  their  talents 
to  the  organization. 

5.  REACH  OUT  to  the  resident  physi- 
cian and  medical  student  spouse 
groups.  Contact  them,  talk  to  them. 
They  are  our  future. 

Another  area  of  membership  is  the 
member-at-large.  These  are  members  who  live 


in  communities  where  there  is  no  organized 
medical  auxiliary.  Members-at-large  are  im- 
portant to  our  organization  too,  for  they  are 
important  resources  in  their  communities  for 
health  related  information. 

People  join  organizations  for  many  reasons. 
They  believe  in  the  organization  and  its  objec- 
tives. They  appreciate  contacts  and  companion- 
ship. They  join  because  their  friends  belong. 
They  can  obtain  educational  advantages.  They 
want  to  be  of  service  to  others.  They  want  to 
exercise  leadership  talents.  Use  these  reasons 
to  promote  membership  in  medical  auxiliary. 
Tell  prospective  members  that  as  members  of 
medical  auxiliary  we  have  a voice  in  one  of  the 
most  constructively  involved  health  organiza- 
tions in  our  communities.  Protecting  and  impro- 
ving public  health  and  assisting  physicians  in 
providing  quality  medical  care  are  our  primary 
objectives. 

The  future  beckons  us,  and  for  the  genera- 
tions ahead,  we  must  maintain  a legacy.  The 
success  of  our  endeavors,  as  well  as  that  of  fu- 
ture undertakings,  can  only  be  assured  through 
dedicated  membership. 


Pam  Oster,  President 
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B State  physicians  are  reminded  that  the 
DRG  Monitoring  Project,  launched  recently  by 
the  American  Medical  Association  (AM A), 
needs  their  input.  The  project  is  trying  to  obtain 
a short-term,  broad-based  assessment  of  prob- 
lems and/or  improvements  encountered  by  indi- 
vidual MDs  since  the  implementation  of  the 
new  PPS.  Written  comments  should  be  directed 
to:  AMA  DRG  Monitoring  Project,  Department 
of  Health  Care  Resources,  PO  Box  10947, 
Chicago,  Illinois  60610.  Supportive  documenta- 
tion, if  available,  should  be  included. 


B A physician’s  decision  regarding  the 
Medicare  Participating  Physician  or 
Supplier  Agreement  must  be  an  informed  one. 
Physicians  who  haven’t  already  done  so  should 
petition  Aetna  Medicare  for  their  pattern  of 
charges  for  Medicare  beneficiaries  during  the 
second  quarter  of  1984  (April-June). 

Careful  reading  of  section  3,  “Term  and  Ter- 
mination of  Agreement,”  should  alert  the  physi- 
cian to  the  potential  permanency  of  a decision 
to  become  a participating  physician.  The  agree- 
ment “shall  be  renewed  automatically”  each  Oc- 
tober 1 unless  either  “the  participant  notifies 
in  writing  every  Medicare  carrier  with  whom 
the  participant  has  filed  . . . that  the  partici- 
pant wishes  to  terminate  the  agreement  at  the 
end  of  the  current  term”  or  HCFA  determines 
“that  the  participant  has  substantially  failed 
to  comply  with  the  agreement.” 


B Courts  should  appoint  expert  witnesses 

to  offer  medical  testimony  in  disputes  instead 
of  relying  on  an  adversarial  parade  of  “experts,” 
suggests  George  D.  Lundberg,  MD,  editor  of  the 
Journal  of  the  American  Medical  Association 
( JAMA).  “The  use  of  impartial  experts  who  may 
perform  court-ordered  examinations  and  report 
directly  to  the  court  has  been  endorsed  by  both 
the  bar  and  medical  associations,”  he  says  in 
JAMA.  “Information  developed  in  this  manner 
would  be  available  to  the  court  and  to  both  sides 
equally  before  and  during  trial.” 
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B Have  you  registered  to  vote  in  the 
November  6 general  election?  The  deadline  for 
voter  registration  in  Oklahoma  is  October  26. 

B In  March  of  1984,  the  Department  of 
Human  Services  faced  a budget  crunch  that 
endangered  the  Vendor  Drug  Program  through 
which  Medicare  and  Medicaid  recipients  of  de- 
partment services  receive  three  prescriptions 
per  month.  The  total  bill  for  1983-84  was 
$15,000,000.00.  At  the  request  of  DHS,  a joint 
committee  of  the  Oklahoma  State  Medical  As- 
sociation, Oklahoma  State  Osteopathic  Associ- 
ation, and  Oklahoma  State  Pharmaceutical  As- 
sociation was  formed  to  review  the  program  and 
to  make  recommendations  to  the  Medical  Ad- 
visory Committee  of  the  DHS.  It  was  obvious 
that  there  were  only  four  alternatives:  continue 
as  is  and  let  the  program  die  for  lack  of  funds, 
reduce  the  prescription  entitlement  to  two  per 
month,  eliminate  certain  categories  of  drugs, 
or  reduce  the  cost  of  certain  drug  groups  by 
allowing  generic  substitution.  On  June  7,  1984 
the  committee  recommended  to  the  DHS  that 
generic  drugs  be  used  where  possible  and  that 
the  committee  continue  its  study  to  recommend 
a maximum  allowable  cost  for  multiple  source 
drugs.  The  DHS  accepted  these  recommenda- 
tions on  June  14. 

On  August  12,  the  OSMA  Board  of  Trustees 
approved  this  action  and  endorsed  the  commit- 
tee’s request  that  work  continue  to  establish  a 
maximum  allowable  cost  where  possible  and 
that  the  OSMA  membership  be  notified  of  the 
problem  and  the  plan  of  action. 

The  joint  committee  will  continue  to  work 
to  reduce  prescription  costs  so  that  our  patients 
can  receive  the  same  services  as  before  despite 
rising  costs  of  medications.  Further  reports  will 
be  made  to  the  membership. 

Members  of  the  committee  are  James  Fun- 
nell,  MD,  chairman;  Jerry  Vanatta,  MD;  Tom 
Whitsett,  MD;  E.  W.  Young,  Jr,  MD;  Henry 
Harnish,  DO;  and  pharmacists  J.  C.  Cobb,  John 
Donner,  John  Lassiter,  Ed  McFall,  and  Willie 
Osborn.  Rick  Ernest,  OSMA  Associate  Director, 
has  provided  invaluable  staff  support. 
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The  abundant 
“pennies”  you  can 
save  on  a 
PLICO  HEALTH 
policy  would  bring 
a broad  smile  to 
the  face  of  any 
modern-day  Ben 
Franklin. 

For  example:  A 
two-doctor  clinic 
with  four  employees  may 
be  paying  up  to  $3,000  a 
year  too  much  if  they’re 
buying  health  insurance 
from  any  source  other  than 
PLICO. 

How  does  PLICO  do  it? 

It’s  simple.  PLICO 
HEALTH  combines  the 
lowest  overhead  available 
with  a break-even  pricing 
strategy.  The  result  is  an 
economical  health  insurance 
policy  that’s  embarrasing  our 
competition. 
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PLICO  HEALTH 
now  protects  15,000 
physicians,  employees 
and  dependents. 
They’re  buying  the  best 
health  insurance  product  in 
the  land  at  a collective 
premium  savings  of  over 
$3,000,000  a year! 

We  hope  you  will  want  to 
know  more  about  PLICO’s 
big-hearted  health  insurance 
program  and  its  miserly 
premium  rates.  If  so,  please 
call  our  Sales  and  Service 
Department  to  set  up  an 
evaluation  meeting  at  a time 
and  place  convenient  to 
you. 
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Consider  the 
causative  organisms. . . 


cefaclor 


250-mg  Pulvules  t.i.d. 


offers  effectiveness  against 
the  major  causes  of  bacterial  bronchitis 

H.  influenzae,  H.  influenzae,  S.  pneumoniae,  S. 

(ampicillin-susceptible)  (ampicillin-resistant) 


Brief  Summary.  Consult  the  package  literature  for  prescribing 
information 

Indications  and  Usage:  Ceclor*  (cefaclor.  Lilly)  is  indicated  in  the 
treatment  of  the  following  infections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms 
Lower  respiratory  infections,  including  pneumonia  caused  by 
Streptococcus  pneumoniae  (Diplococcus  pneumoniae),  Haemoph- 
ilus influenzae,  and  S pyogenes  (group  A beta-hemolytic 
streptococci) 

Appropriate  culture  and  susceptibility  studies  should  be 
performed  to  determine  susceptibility  of  the  causative  organism 
to  Ceclor 

Contraindication:  Ceclor  is  contraindicated  in  patients  with  known 
allergy  to  the  cephalosporin  group  of  antibiotics 
Warnings  IN  PENICILLIN-SENSITIVE  PATIENTS.  CEPHALO- 
SPORIN ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY 
THERE  IS  CLINICAL  ANO  LABORATORY  EVIDENCE  OF  PARTIAL 
CROSS-ALLERGENICITY  OF  THE  PENICILLINS  ANO  THE 
CEPHALOSPORINS,  AND  THERE  ARE  INSTANCES  IN  WHICH 
PATIENTS  HAVE  HAO  REACTIONS.  INCLUDING  ANAPHYLAXIS. 
TO  BOTH  ORUG  CLASSES 

Antibiotics,  including  Ceclor.  should  be  administered  cautiously 
to  any  patient  who  has  demonstrated  some  form  of  allergy, 
particularly  to  drugs 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  (including  macrolides.  semisynthetic 
penicillins,  and  cephalosporins),  therefore,  it  is  important  to 
consider  its  diagnosis  in  patients  who  develop  diarrhea  in 
association  with  the  use  of  antibiotics  Such  colitis  may  range  in 
severity  from  mild  to  life-threatening 
Treatment  with  broad-spectrum  antibiotics  alters  the  normal 
flora  of  the  colon  and  may  permit  overgrowth  of  Clostridia  Studies 
indicate  that  a toxin  produced  by  Clostridium  difficile  is  one 
primary  cause  of  antibiotic-associated  colitis 
Mild  cases  of  pseudomembranous  colitis  usually  respond  to 

o"n„3nrP  alnno  In  mnrtp,a|p  to  <PvPfP  mi*  manaflR- 


ment  should  include  sigmoidoscopy,  appropriate  bacteriologic 
studies,  and  fluid,  electrolyte,  and  protein  supplementation 
When  the  colitis  does  not  improve  after  the  drug  has  been 
discontinued,  or  when  it  is  severe,  oral  vancomycin  is  the  drug 
of  choice  for  antibiotic-associated  pseudomembranous  colitis 
produced  by  C difficile  Other  causes  of  colitis  should  be 
ruled  out. 

Precautions:  General  Precautions  - If  an  allergic  reaction  to 
Ceclor’  (cefaclor.  Lilly)  occurs,  the  drug  should  be  discontinued, 
and.  if  necessary,  the  patient  should  be  treated  with  appropriate 
agents,  eg.  pressor  amines,  antihistamines,  or  corticosteroids 
Prolonged  use  of  Ceclor  may  result  in  the  overprowth  of 
nonsusceptible  organisms  Careful  observation  of  the  patient  is 
essential  If  superinfection  occurs  during  therapy,  appropriate 
measures  should  be  taken 

Positive  direct  Coombs'  tests  have  been  reported  during  treat- 
ment with  the  cephalosporin  antibiotics  In  hematologic  studies 
or  in  transfusion  cross-matching  procedures  when  antiglobulin 
tests  are  performed  on  the  minor  side  or  in  Coombs'  testing  of 
newborns  whose  mothers  have  received  cephalosporin  antibiotics 
before  parturition,  it  should  be  recognized  that  a positive 
Coombs'  test  may  be  due  to  the  drug 
Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function.  Under  such  conditions,  careful 
clinical  observation  and  laboratory  studies  should  be  made 
because  safe  dosage  may  be  lower  than  that  usually  recommended 
As  a result  of  administration  of  Ceclor.  a false-positive  reaction 
lor  glucose  in  the  urine  may  occur  This  has  been  observed  with 
Benedict  s and  Fehlmg's  solutions  and  also  with  Clinitest’ 
tablets  but  not  with  Tes-Tape’  (Glucose  Enzymatic  Test  Strip. 
USP,  Lilly) 

Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis. 

Usage  in  Pregnancy  - Pregnancy  Category  B - Reproduction 
studies  have  been  performed  in  mice  and  rats  at  doses  up  to  12 
limes  the  human  dose  and  in  ferrets  given  three  times  the  maximum 


human  dose  and  have  revealed  no  evidence  of  impaired  fertility 
or  harm  to  the  fetus  due  to  Ceclor’  (cefaclor.  Lilly)  There  are. 
however,  no  adequate  and  well-controlled  studies  in  pregnant 
women  Because  animal  reproduction  studies  are  not  always 
predictive  of  human  response,  this  drug  should  be  used  during 
pregnancy  only  if  clearly  needed 
Nursing  Mothers  - Small  amounts  of  Ceclor  have  been  detected 
in  mother  s milk  following  administration  of  single  500-mg  doses 
Average  levels  were  0.18,  0.20. 0 21,  and  0.16  mcg/ml  at  two. 
three,  four,  and  live  hours  respectively  Trace  amounts  were 
detected  at  one  hour  The  effect  on  nursing  infants  is  not  known 
Caution  should  be  exercised  when  Ceclor  is-administered  to  a 
nursing  woman 

Usage  in  Children  - Safety  and  effectiveness  of  this  product  for 
use  in  infants  less  than  one  month  of  age  have  not  been  established 
Adverse  Reactions:  Adverse  effects  considered  related  to  therapy 
with  Ceclor  are  uncommon  and  are  listed  below 
Gastrointestinal  symptoms  occur  in  about  2 5 percent  of 
patients  and  include  diarrhea  (1  in  70) 

Symptoms  of  pseudomembranous  colitis  may  appear  either 
during  or  after  antibiotic  treatment.  Nausea  and  vomiting  have 
been  reported  rarely 

Hypersensitivity  reactions  have  been  reported  in  about  1 5 
percent  of  patients  and  include  morbiliform  eruptions  (1  in  100) 
Pruritus,  urticaria,  and  positive  Coombs'  tests  each  occur  in  less 
than  1 in  200  patients  Cases  of  serum-sickness-like  reactions 
(erythema  multiforme  or  the  above  skin  manifestations  accompanied 
by  arthritis/arthralgia  and.  frequently,  lever)  have  been  reported 
These  reactions  are  apparently  due  to  hypersensitivity  and  have 
usually  occurred  during  or  following  a second  course  of  therapy 
with  Ceclor.  Such  reactions  have  been  reported  more  frequently 
in  children  than  in  adults  Signs  and  symptoms  usually  occur  a few 
days  after  initiation  of  therapy  and  subside  within  a few  days 
after  cessation  of  therapy  No  serious  sequelae  have  been  reported 
Antihistamines  and  corticosteroids  appear  to  enhance  resolution 
of  the  syndrome 

Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 


pyogenes 


occurred  in  patients  with  a history  of  penicillin  allergy 

Other  effects  considered  related  to  therapy  included 
eosinophilia  (1  in  50  patients)  and  genital  pruritus  or  vaginitis 
(less  than  1 in  100  patients) 

Causal  Relationship  Uncertain  - Transitory  abnormalities  in 
clinical  laboratory  test  results  have  been  reported  Although  they 
were  of  uncertain  etiology,  they  are  listed  below  to  serve  as 
alerting  information  for  the  physician. 

Hepatic- Slight  elevations  in  SGOT.  SGPT.  or  alkaline 
phosphatase  values  (1  in  40) 

Hematopoietic  - Transient  fluctuations  in  leukocyte  count, 
predominantly  lymphocytosis  occurring  in  infants  and  young 
children  (1  in  40). 

Penal  - Slight  elevations  in  BUN  or  serum  creatinine  (less  than 
1 in  500)  or  abnormal  urinalysis  (less  than  1 in  200). 

[061782R) 


Note  Ceclor’  (cefaclor,  Lilly)  is  contraindicated  in  patients 
with  known  allergy  to  the  cephalosporins  and  should  be  given 
cautiously  to  penicillin-allergic  patients 
Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis 
of  rheumatic  fever  See  prescribing  information 
© 1984,  ELI  LILLY  AND  COMPANY 


Additional  information  available  to 
the  profession  on  reguest  from 
Eli  Lilly  and  Company 
Indianapolis.  Indiana  46285 
Eli  Lilly  Industries,  Inc 
Carolina.  Puerto  Rico  00630 
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Before  prescribing,  see  complete  prescribing  information  in 
SK&F  CO.  literature  or  PDR.  The  following  is  a brief  summary. 


WARNING 

This  drug  is  not  indicated  for  initial  therapy  of  edema  or 
hypertension.  Edema  or  hypertension  requires  therapy 
titrated  to  the  individual  If  this  combination  represents  the 
dosage  so  determined,  its  use  may  be  more  convenient  in 
patient  management.  Treatment  of  hypertension  and  edema 
is  not  static,  but  must  be  reevaluated  as  conditions  in  each 
patient  warrant 


Contraindications:  Concomitant  use  with  other  potassium- 
sparing agents  such  as  spironolactone  or  amiloride.  Further  use 
n anuria,  progressive  renal  or  hepatic  dysfunction,  hyperkalemia 
Pre-existing  elevated  serum  potassium.  Hypersensitivity  to  either 
component  or  other  sulfonamide-derived  drugs. 

Wamings:  Do  not  use  potassium  supplements,  dietary  or  other- 
wise, unless  hypokalemia  develops  or  dietary  intake  of  potas- 
sium Is  markedly  Impaired.  If  supplementary  potassium  is 
needed,  potassium  tablets  should  not  be  used.  Hyperkalemia 
can  occur,  and  has  been  associated  with  cardiac  irregularities.  It 
is  more  likely  in  the  severely  ill.  with  urine  volume  less  than  one 
iter/day,  the  elderly  and  diabetics  with  suspected  or  confirmed 
renal  insufficiency.  Periodically,  serum  K+  levels  should  be  deter- 
mined. If  hyperkalemia  develops,  substitute  a thiazide  alone, 
restrict  K+  intake.  Associated  widened  QRS  complex  or  arrhyth- 
mia requires  prompt  additional  therapy.  Thiazides  cross  the 
placental  barrier  and  appear  in  cord  blood.  Use  in  pregnancy 
requires  weighing  anticipated  benefits  against  possible  hazards, 
ncluding  fetal  or  neonatal  jaundice,  thrombocytopenia,  other 
adverse  reactions  seen  in  adults.  Thiazides  appear  and  tri- 
amterene may  appear  in  breast  milk,  if  their  use  is  essential,  the 
patient  should  stop  nursing.  Adequate  information  on  use  in 
phildren  is  not  available.  Sensitivity  reactions  may  occur  in 
patients  with  or  without  a history  of  allergy  or  bronchial  asthma. 
Possible  exacerbation  or  activation  of  systemic  lupus  erythe- 
matosus has  been  reported  with  thiazide  diuretics. 

Precautions:  Do  periodic  serum  electrolyte  determinations  (par- 
ticularly important  in  patients  vomiting  excessively  or  receiving 
parenteral  fluids,  and  during  concurrent  use  with  amphotericin  B 
or  corticosteroids  or  corticotropin  [ACTH]).  Periodic  BUN  and 
serum  creatinine  determinations  should  be  made,  especially  in 
the  elderly,  diabetics  or  those  with  suspected  or  confirmed  renal 
insufficiency.  Cumulative  effects  of  the  drug  may  develop  in 
patients  with  impaired  renal  function  Thiazides  should  be  used 
with  caution  in  patients  with  impaired  hepatic  function.  They  can 
precipitate  coma  in  patients  with  severe  liver  disease.  Observe 
regularly  for  possible  blood  dyscrasias,  liver  damage,  other  idio- 
syncratic reactions.  Blood  dyscrasias  have  been  reported  in 
patients  receiving  triamterene,  and  leukopenia,  thrombocyto- 
penia, agranulocytosis,  and  aplastic  and  hemolytic  anemia  have 
been  reported  with  thiazides.  Thiazides  may  cause  manifestation 
of  latent  diabetes  mellitus.  The  effects  of  oral  anticoagulants  may 
be  decreased  when  used  concurrently  with  hydrochlorothiazide: 
dosage  adjustments  may  be  necessary.  Clinically  insignificant 
reductions  in  arterial  responsiveness  to  norepinephrine  have 
been  reported.  Thiazides  have  also  been  shown  to  increase  the 
paralyzing  effect  of  nondepolarizing  muscle  relaxants  such  as 
tubocurarine.  Triamterene  is  a weak  folic  acid  antagonist.  Do 
periodic  blood  studies  in  cirrhotics  with  splenomegaly.  Anti- 
hypertensive effects  may  be  enhanced  in  post-sympathectomy 
patients.  Use  cautiously  in  surgical  patients.  Triamterene  has 
been  found  in  renal  stones  in  association  with  the  other  usual 
calculus  components.  Therefore,  Dyazide'  should  be  used  with 
caution  in  patients  with  histories  of  stone  formation,  A few  occur- 
rences of  acute  renal  failure  have  been  reported  in  patients  on 
'Dyazide'  when  treated  with  indomethacin.  Therefore,  caution  is 
advised  in  administering  nonsteroidal  anti-inflammatory  agents 
with  'Dyazide1.  The  following  may  occur:  transient  elevated  BUN 
or  creatinine  or  both,  hyperglycemia  and  glycosuria  (diabetic 
insulin  requirements  may  be  altered),  hyperuricemia  and  gout, 
digitalis  intoxication  (in  hypokalemia),  decreasing  alkali  reserve 
with  possible  metabolic  acidosis.  Dyazide’  interferes  with  fluores- 
cent measurement  of  quinidine.  Hypokalemia  is  uncommon  with 
Dyazide',  but  should  it  develop,  corrective  measures  should  be 
taken  such  as  potassium  supplementation  or  increased  dietary 
intake  of  potassium-rich  foods.  Corrective  measures  should  be 
instituted  cautiously  and  serum  potassium  levels  determined. 
Discontinue  corrective  measures  and  Dyazide’  should  labora- 
tory values  reveal  elevated  serum  potassium.  Chloride  deficit 
may  occur  as  weil  as  dilutional  hyponatremia.  Concurrent  use 
with  chlorpropamide  may  increase  the  risk  of  severe  hypo- 
natremia. Serum  PBI  levels  may  decrease  without  signs  of  thyroid 
disturbance.  Calcium  excretion  is  decreased  by  thiazides. 
’Dyazide’  should  be  withdrawn  before  conducting  tests  for  para- 
thyroid function. 

Thiazides  may  add  to  or  potentiate  the  action  of  other  antihyper- 
tensive drugs. 

Diuretics  reduce  renal  clearance  of  lithium  and  increase  the  risk 
of  lithium  toxicity. 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness,  head- 
ache, dry  mouth:  anaphylaxis,  rash,  urticaria,  photosensitivity, 
purpura,  other  dermatological  conditions:  nausea  and  vomiting, 
diarrhea,  constipation,  other  gastrointestinal  disturbances:  pos- 
tural hypotension  (may  be  aggravated  by  alcohol,  barbiturates, 
or  narcotics).  Necrotizing  vasculitis,  paresthesias,  icterus, 
pancreatitis,  xanthopsia  and  respiratory  distress  including  pneu- 
monitis and  pulmonary  edema,  transient  blurred  vision,  sialade- 
nitis, and  vertigo  have  occurred  with  thiazides  alone.  Triamterene 
has  been  found  in  renal  stones  in  association  with  other  usual 
calculus  components.  Rare  incidents  of  acute  interstitial  nephritis 
have  been  reported.  Impotence  has  been  reported  in  a few 
patients  on  ’Dyazide’,  although  a causal  relationship  has  not 
been  established. 

Supplied:  ’Dyazide’  is  supplied  in  bottles  of  1000  capsules; 
Single  Unit  Packages  (unit-dose)  of  100  (intended  for  institu- 
tional use  only);  in  Patient-Pak™  unit-of-use  bottles  of  100, 


In  Hypertension . . . 
When  You  Need  to 
Conserve  K+ 

Remember  the  Unique 
Red  and  White  Capsule: 
Your  Assurance  of 


SK&F  Quality 


Potassium-  Sparing 

DYAZIDE 

Each  capsule  contains  50  mg.  of  Dyrenium®  (brand 
of  triamterene)  and  25  mg.  of  hydrochlorothiazide. 

Over  17  lfears  of  Confidence 


The  unique 
red  and  white 
Dyazide®  capsule; 
■four  assurance  of 
SK&F  quality; 


a product  of 

SK&F  CO. 

Carolina,  P R,  00630 
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Taking  The  Bite  Out  Of  The  Beat 


Some  Wall  Street  investors  spend  a lot  of  time 
looking  over  their  shoulder.  Even  during  bull 
markets,  when  things  are  surging  ahead,  they 
worry  about  the  bear  showing  up  to  take  a bite 
out  of  them. 

But  you  can  get  the  best  of  the  bull  and  take  the 
bite  out  of  the  bear,  if  you  join  the  Payroll  Sav- 
ings Plan  and  buy  U.S.  Savings  Bonds  every  payday. 

Bonds  have  a variable  interest  rate,  so  when 
the  bull  is  leading  the  Wall  Street  parade,  you 


get  to  share  in  those  higher  returns.  And  where 
others  may  quake  at  the  coming  of  the  bear, 
you’re  protected  by  a guaranteed  minimum. 

Bonds  let  you  relax  and  enjoy  the  bull  markets, 
knowing  that  if  the  bear  does  <r)  r. 
make  an  ap- 
pearance,  for 
you,  his 
growl  will  be 
worse  than 
his  bite. 


Take  ? 

, stock\;s*0^ 
America. 
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SCOTT  & WHITE 


Texas  A&M  University 
College  of  Medicine 


CLINICAL  TOPICS  IN  INTERNAL  MEDICINE 

February  2-9,  1985 
Snowbird  Resort  - Snowbird,  Utah 


This  review  of  “Clinical  Topics  in  Internal  Medicine”  is  designed  to  provide  the  practicing 
primary  health  care  physician  with  information  to  directly  assist  in  patient  care.  Emphasis  will 
be  placed  on  the  important,  practical  aspects  of  basic  pathophysiology,  diagnosis  and  therapy.  A 
comprehensive  syllabus  with  a selected  bibliography  will  be  provided. 

Hours:  25  Tuition  fee:  $350.00 

Availability  of  room  reservation  not  guaranteed  after  November  2,  1984. 


CLINICAL  GYNECOLOGIC  ENDOCRINOLOGY 
FOR  THE  PRIMARY  CARE  PHYSICIAN 

March  9-16,  1985 

Prospector  Square  Resort  - Park  City,  Utah 


COURSE  DIRECTOR:  Dudley  P.  Baker,  M.D. 

Because  some  primary  care  physicians  have  experienced  limited  gynecologic  training  during 
their  medical  education,  this  CME  course,  “Clinical  Gynecologic  Endocrinology,”  serves  as  a 
“refresher  course”  and  provides  the  most  current  medical  information  related  to  gynecologic 
problems  encountered  in  a clinical  practice. 

Hours:  20  Tuition  fee:  $325.00 


The  Scott  and  White  Memorial  Hospital  and  the  Scott,  Sherwood  and  Brindley  Foundation  is  accredited  by  the  Ac- 
creditation Council  for  Continuing  Medical  Education  (ACCME)  to  sponsor  continuing  medical  education  for 
physicians,  and  designates  this  continuing  medical  education  activity  on  an  hour-for-hour  basis  in  Category  I credit 
of  the  Physicians  Recognition  Award  of  the  American  Medical  Association. 

For  more  information  or  to  register  for  the  above  courses,  contact:  LeRoy  J.  Pickles,  Office  of  Continuing  Medical 
Education,  Scott  and  White  - 505,  Temple,  Texas  76508  (817)  774-2350. 


Free  30-minute  personal 
financial  consultation. 


IDS/American  Express  wants 
to  help  you  achieve  greater 
financial  security. 

With  90  years  of  experience 
and  1.3  million  clients,  the  com- 
pany known  as  IDS/American 
Express  knows  how  important 
balanced  financial  planning  is 
for  you. 

Just  consider  the  wide  range 
of  financial  options  we  offer  you: 


But  which  financial  service  or 
combination  of  services  is  right 
for  you?  Find  out  with  our  free 
30-minute  personal  financial  con- 
sultation. Just  fill  out  and  mail 
the  coupon  or  call: 

(405)  848-3766 


□ Yes,  I want  to  take  advantage  of  this 
valuable  offer.  I understand  there  is 
no  cost  or  obligation. 

NAME 


• Tax-Exempt  Investments 

• IRA/Keogh  Plans 

• Money  Market  and 
Mutual  Funds 

• Financial  Planning 
Individual/Business/Estate 

• Unit  Investment  Trusts 

• Investment  Certificates 

• Insurance 

• Pension  & Profit 
Sharing  Plans 

• Limited  Partnerships 


ADDRESS 

CITY/ST  ATE'ZIP 

HOME  PHONE 

BUSINESS  PHONE 

Mail  to: 

J.  L.  Johnson 
IDS/American  Express 
16  N.W.  63rd,  Suite  200 
Oklahoma  City,  OK  73116 


Personal  F inancial  Planners 
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Panacea  Proposition 

No  physician  should  ever  be  paid  for  doing  some- 
thing to  a patient.  Not  one  cent.  Ever.  Physi- 
cians should  be  paid  for  the  time  they  spend 
caring  for  their  patients.  Nothing  more. 

If,  tomorrow  morning,  these  tenets  became 
the  basis  of  all  physician  reimbursement,  irre- 
spective of  sources  and  irrespective  of  the  kinds 
of  services  rendered,  most  of  the  malignant 
trends  currently  apparent  in  health  care 
policies  and  the  medical  profession  itself  would, 
within  the  ensuing  year,  vanish.  The  costs  of 
health  and  medical  care  would  plummet.  The 
malpractice  crisis  would  dissipate.  Liability  in- 
surance costs  would  decline.  Inappropriate  hos- 
pital utilization  would  decrease.  Misadventures 
in  diagnostic  and  therapeutic  processes  would 
become  infrequent.  Patients  would  become  not 
just  better  informed  but  actually  well  informed 
— even  knowledgeable  about  their  diseases, 
their  treatments,  and  their  physicians.  The 
numbers  of  subspecialty  physicians  would  fall, 
and  the  numbers  of  primary  care  physicians 
would  rise.  The  spectre  of  a technocracy  in  med- 
ical care  would  vanish.  Medicine  would  regain 
its  stature  as  a profession.  Physicians  would 
regain  the  respect,  friendship,  and  love  of  their 
patients. 

If  these  assertions  strike  you  as  airy 
headed,  foolishly  utopian,  or  thoroughly 
moronic,  you  don’t  understand  or  haven’t 
thought  about  these  fundamental  truths:  Physi- 
cians will  do  what  they  get  paid  for  doing.  If 
they  get  paid  for  the  time  they  spend  caring  for 
patients,  they  will  spend  time  with  patients.  If 
they  do  not  get  paid  for  the  time  they  spend 
with  patients  but  get  paid  relatively  enormous, 
sometimes  obscene  fees  for  some  procedure  they 
carry  out  on  their  patients,  they  will  carry  out 
procedures  on  their  patients.  So  long  as  the  fi- 
nancial rewards  remain  the  exclusive  domain 
of  the  procedure  doers,  long-suffering  under- 
graduate and  postgraduate  medical  students 
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will  be  seduced  by  the  irresistible  desire  to  enter 
subspecialty  training  programs  in  which  they 
might  learn  to  do  a variety  of  high  stakes  proce- 
dures. 

It  is  not  surprising  that,  since  all  these  ills 
have  a common  cause,  their  common  remedy 
becomes  a true  panacea.  The  common  remedy? 
Stop  rewarding  physicians  for  doing  procedures. 
Reward  them  only  for  the  time  they  spend  car- 
ing for  their  patients;  talking  to  patients  and 
their  loved  ones;  eliciting  a detailed  history; 
doing  a meticulous,  painstaking  physical 
examination;  becoming  knowledgeable  about 
their  patients’  life-styles,  their  fears,  their  wor- 
ries, their  dreams,  their  disappointments,  their 
achievements.  Reward  physicians  for  the  time 
they  spend  keeping  accurate  and  complete  rec- 
ords; for  talking  with  patients  on  the  tele- 
phone; for  traveling  to  and  from  houses,  hospi- 
tals, and  nursing  homes;  for  writing  prescrip- 
tions; for  completing  claims  and  reports;  for  at- 
tending patients  during  diagnostic  studies;  for 
being  there. 

To  develop  an  equitable  and  appropriate 
schedule  of  reimbursement  for  physicians’  time 
is  remarkably  simple.  The  formula  is  based 
upon  a few  easily  identified  characteristics:  the 
number  of  years  the  physician  spent  in  related 
postgraduate  study;  his  or  her  actual  overhead 
expenses  as  approved  for  tax  purposes;  and  his 
or  her  liability  risk  category.  Using  these  data, 
reimbursement  indices  for  time  spent  with  and/ 
or  devoted  to  the  care  of  patients  can  be  estab- 
lished. Total  fees  and  payments  will  then  as- 
sume realistic  and  understandable,  justifiable 
and  assailable  proportions. 

Surely  this  proposition  deserves  as  much 
evaluation  as  the  ill-conceived  and  apparently 
ineffective  DRG  reimbursement  plan.  This  prop- 
osition addresses  more  than  our  financial  ills. 
It  may  actually  be  the  panacea  for  our  composite 
syndrome  of  pathological  processes. 

And  we’d  better  find  one,  quickly.  We  are 
already  in  a preterminal  state. 

—MRJ 
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One  Million  Votes  Start 
with  Yours 


Exercise  your  right  on 
November  6 . . . stand  up 
and  be  counted! 

Project  Med  Vote,  a 
joint  effort  of  the  AM  A 
Auxiliary  and  AMA  to 
register  all  potential  vot- 
ers in  the  medical  family 
sphere,  estimates  a force  of 
one  million  eligible  voters 
which,  by  supporting  candidates  responsive  to 
quality  medical  care,  could  make  a difference 
for  our  goals  in  Congress! 

Presuming  you  have  registered  by  now, 
OSMA  members  — all  4,000  strong  — and  both 
your  spouse  and  voting-eligible  children  too,  Ok- 
lahoma’s medical  family  might  contribute  up  to 
ten  thousand  of  that  million  votes! 

Think  what  a task  force  of  that  magnitude, 
properly  motivated,  could  accomplish  not  just 


in  the  US  Congress  and  Executive  Branch,  but 
in  the  State  Legislature  as  well! 

Your  private  contributions  and  the  largest 
sum  of  OMPAC  contributions  ever  have  been 
distributed  to  worthy  candidates  of  both  politi- 
cal parties,  enabling  our  favorites  to  campaign 
more  effectively  . . . plus  adding  decibels  to  the 
hoopla  of  this  presidential  election  year  ’84  cam- 
paign! Yet  the  dollars  are  NOT  counted  at  the 
ballot  box  . . . votes  are!! 

Sort  out  the  promises  et  al,  search  out  the 
friends  of  medicine  who  have  either  proven  their 
responsibility  in  office  or  show  certain  promise, 
then  . . . 

Y’ALL  VOTE!! 


r \ 
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Surgery  in  the  Obese  Patient 

Review  of  Complications 
Secondary  to  Obesity 


JOHN  C.  KEY,  MD 
STEPHEN  R.  NEWMARK,  MD 

Surgery  in  the  obese  patient  may  be  as- 
sociated with  both  technical  and  metabolic 
complications  that  could  be  prevented  or 
ameliorated  by  preoperative  weight  loss. 

Obesity  is  a significant  contributing  factor 
in  morbidity  among  both  medical  and  sur- 
gical patients.  The  association  between  obesity 
and  hypertension,  diabetes,  cholelithiasis,  mus- 
culoskeletal problems,  pulmonary  complica- 
tions, and  thromboembolic  disorders  has  been 
extensively  documented  in  the  literature.1'3,25 
In  spite  of  the  knowledge  of  the  increased  risks 
of  obesity,  there  has  been  little  success  in  the 
development  of  successful  treatment  modalities 
or  in  the  reduction  of  obesity- related  morbidity. 

The  obese  patient  who  requires  surgical 
treatment  presents  a difficult  management 
problem.  Too  familiar  is  the  patient  who  is  ad- 
monished preoperatively  to  reduce  thirty 
pounds  and  who  later  returns  for  the  operative 
procedure  ten  pounds  heavier.  Such  patients 
subject  themselves  to  significantly  elevated 
risks,  for  they  are  twice  as  likely  to  develop 
wound  infections  or  dehiscence  than  the 
nonobese  subject,4'6  and  four  to  six  times  more 
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likely  to  have  thromboembolic  complications.' 
The  increased  incidence  of  pulmonary  complica- 
tions, both  minor  and  severe,  is  even  more  wide- 
spread.7'8 Overall  mortality  is  greater  by  30% 
to  50%  in  the  obese  patient.3,7  A prolonged  post- 
operative course  may  be  anticipated. 

Obesity  has  been  implicated  as  an  initial 
cause  or  complicating  factor  in  many  medical, 
surgical,  and  orthopedic  problems.  Complica- 
tions of  obesity  in  surgical  patients  have  been 
documented  in  several  specific  areas. 

Diagnosis 

The  diagnosis  and  demonstration  of  mass  le- 
sions is  made  more  difficult  by  obesity.  Normally 
palpable  lesions  are  rendered  obscure  or  imper- 
ceptible by  a large  abdominal  panniculus,  pen- 
dulous breasts,  or  fat  deposits  overlying  node- 
bearing areas.9  Similarly,  radiologic  techniques 
may  also  be  compromised  by  an  excess  of  overly- 
ing fat-density  tissue.  Critical  delays  in  diag- 
nosis may  be  produced  by  this  “masking”  effect. 

Thromboembolic  Phenomena 

The  obese  patient  is  at  increased  risk  for  the 
development  of  venous  thromboembolism. 10  The 
increased  size  and  musculoskeletal  instability 
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of  an  extremely  obese  patient,  accentuated  by 
postoperative  pain,  tend  to  cause  decreased  mo- 
bility and  increased  stasis.  Strauss  and  Wise 
have  pointed  out  the  lack  of  controlled  prospec- 
tive studies  in  this  area,3  but  other  reports  are 
available  which  document  a 4%  to  6%  incidence 
of  thromboembolic  complications  in  obese  pa- 
tients, compared  to  a much  smaller  incidence 
in  their  nonobese  counterparts.'11 

Pulmonary  Insufficiency 

Anesthetic  problems  and  pulmonary  complica- 
tions are  often  serious  in  the  postoperative 
obese  patient,  ranging  from  mild  atelectasis 
and  secretion  retention  to  pneumonia  and  mas- 
sive ventilation  perfusion  abnormalities.'’8,12 
There  is  a decrease  in  tidal  volume  (TV),  vital 
capacity  (VC),  and  expiratory  reserve  (ERV) 
with  a concommitant  increase  in  respiratory 
rate  in  obese  subjects.13  The  work  of  breathing 
is  increased  due  to  a decrease  in  chest  wall 
compliance;  hence,  increased  ventilator  pres- 
sure is  needed  to  fill  the  lungs,  resulting  in 
cardiac  compression.14  In  turn,  higher  central 
venous  pressures  are  then  required  to  produce 
adequate  ventricular  filling.  The  mechanical 
complications  produced  by  obesity  are  more  ob- 
vious to  the  patient  in  a more  basic  fashion:  a 
large  panniculus  exerts  strain  on  a tender 
wound,  intensifying  postoperative  pain  and 
splinting.  This  decrese  in  ventilatory  activity 
allows  fluid  to  accumulate  in  dependent  lung 
regions.14  Several  studies  have  demonstrated  a 
low  ERV  in  obese  patients  with  a closure  of 
small  (less  than  2 mm)  airways  in  dependent 
lung  zones.12,15  A large  anatomic  shunt  can 
then  be  shown. lb  Hypoxemia  without  hypercap- 
nia is  the  usual  result,  probably  secondary  to 
circulating  overperfusion  of  underventilated 
segments.16 

Soderberg  and  associates  studied  pulmo- 
nary function  in  obese  patients  both  before  and 
one  year  after  weight  reduction  from  jejunoileal 
bypass.13  Prior  to  weight  loss,  low  VC  with  im- 
paired lung  function,  shunting,  and  hypoxemia 
were  found.  After  an  average  weight  loss  of  39 
kg,  spirometric  values  were  improved  with  a 
decrease  in  respiratory  rate  and  an  increase  in 
vital  capacity. 

Cardiovascular  Effects 

While  the  effect  of  obesity  alone  on  coronary 
artery  disease  remains  controversial,  its  role  as 
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an  etiologic  factor  in  hypertension  is  well 
known.1.  Obese  hypertensive  patients  have 
been  shown  to  have  a greater  mortality  rate 
than  either  group  alone.18  In  a recent  work, 
Reisin  and  coworkers  have  shown  that  weight 
loss  alone  can  bring  mild  to  moderate  hyperten- 
sion into  normotensive  ranges  regardless  of  the 
patient’s  salt  intake.19  Patients  who  are  still 
hypertensive  after  weight  reduction  can  be  con- 
trolled with  much  smaller  doses  of  antihyper- 
tensive medications  than  they  were  using  be- 
fore weight  loss. 

Alexander  demonstrated  a 100%  incidence 
of  cardiomegaly  and  increased  cardiac  output 
in  fifty  obese  patients.  He  suggested  that  obes- 
ity is  essentially  a chronic  high  output  state 
that  can  eventually  lead  to  cardiac  failure. 
These  changes  are  reversible  by  weight  reduc- 
tion. 

Wound  Problems 

Wound  disruption  is  always  feared,  but  that 
fear  is  greater  and  more  justified  in  the  obese 
patient.6  The  mechanical  strain  caused  by  in- 
creased weight  requires  meticulous  care  in 
wound  closure  and  often  prompts  the  use  of 
larger,  more  unwieldy  suture  materials. 

Retraction,  exposure,  knot  tying  — in  fact, 
all  technical  maneuvers  — are  more  difficult 
in  the  obese  patient,  increasing  tissue  trauma 
and  operating  time.  Any  decrease  in  adipose 
tissue  mass  prior  to  operation  is  beneficial  from 
a technical  point  of  view. 

It  is  not  surprising  that  an  increased  inci- 
dence of  wound  disruption  is  seen  in  obese  pa- 
tients. Printen  and  associates  demonstrate  a 
significantly  increased  rate  of  dehiscence  in 
obese  subjects  when  compared  to  nonobese  sub- 
jects.21 Similarly,  several  reports  regarding  in- 
cisional hernia  have  demonstrated  higher  inci- 
dence rates  among  obese  patients,  although  no 
recent  studies  are  available.3 

Disruption  of  surgical  wounds  in  obese  sub- 
jects is  often  related  to  infection.6  The  increased 
incidence  of  infection  in  the  obese  subject  is 
well  documented  in  several  series,  with  clean 
wound  infection  rates  ranging  from  6.9%  to 
18. 2%. 22’23  The  increased  infection  rate  is  prob- 
ably caused  by  poor  oxygenation  of  the  healing 
tissue  or  a decrease  in  polymorphonuclear  bac- 
teriacidal  capacity.24  Alexander  showed  a de- 
crease in  circulating  blood  volume  and  blood 
flow  per  unit  weight  in  about  30%  of  the  obese 
patients.  Blood  flow  in  adipose  tissue  is  de- 
creased relative  to  flow  rate  in  lean  mass.25 

Oklahoma  State  Medical  Association 


Metabolic  Complications 

A wide  range  of  metabolic  abnormalities  are 
associated  with  obesity  and  can  affect  the  sur- 
gical patient.  Obese  subjects  have  been  shown 
to  have  abnormally  high  serum  levels  of  glu- 
cose, amino  acids,  insulin,  and  triglycerides 
with  reduced  levels  of  high  density  lipopro- 
teins.26 Marks  found  diabetes  mellitus  to  be  the 
most  common  cause  of  death  in  obese  patients.2 7 
The  increased  adipose  tissue  stores  cause  a re- 
duction in  insulin  receptor  sites  and  affinity 
with  resultant  insulin  resistance.  A decrease 
in  insulin  dosage  or  oral  hypoglycemic  agents 
after  weight  reduction  has  been  documented  by 
several  authors.26 


Conclusions 

Obesity  in  surgical  patients  causes  a significant 
increase  in  the  risk  of  venous  thromboem- 
bolism, pulmonary  and  cardiovascular  compli- 
cations, metabolic  abnormalities,  and  wound 
management  difficulties.  Weight  reduction 
causes  improvement  or  reversal  of  these  risk 
factors.  An  aggressive  program  of  weight  reduc- 
tion before  elective  surgery  is  indicated,  utiliz- 
ing appropriate  dietary  management  that  will 
not  deplete  total  body  protein,  fluid,  or  electro- 
lyte levels,  thus  maintaining  the  patient  in  op- 
timal biochemical  balance  prior  to  surgery. 
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Rational  Use  of  Antibiotics 


CLIFFORD  G.  WLODAVER,  MD* 
With  assistance  from 
Lee  E.  Tobey,  RPh 
and  James  M.  Hethcox,  RPh 

The  unrelenting  barrage  of  new  antibiotics 
and  aggressive  marketing,  compounded  by 
the  pressures  of  DRGs,  challenges  today’s 
clinician.  Concentrating  on  efficacy  and 
cost,  this  article  is  aimed  at  the  rational  use 
of  antibiotics. 

The  antibiotic  industry  has  mushroomed, 
accounting  for  1.7  billion  dollars  in  sales  by 
manufacturers  in  1982.  This  potential  for 
wealth  has  generated  enormous  pressure  from 
the  pharmaceutical  companies  to  market  their 
products.  As  a consequence,  the  clinician  has 
been  bombarded  with  the  advent  of  approxi- 
mately 15  new  antibiotics  since  1978.  Many  of 
these  antibiotics  are  similar  in  spectrum,  mak- 
ing the  choice  of  a particular  agent  difficult.  In 
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addition,  the  new  Orwellian  DRG  program  has 
made  our  poor  decisions  easily. 

The  purpose  of  this  paper  is  to  serve  as  an 
update  and  practical  guide  to  the  rational  use 
of  antibiotics.  It  will  not  be  encyclopedic.  It  will 
concentrate  on  antibiotic  efficacy  and  cost,  com- 
paring the  different  agents  within  a group  (for 
example  the  third  generation  cephalosporins) 
and  comparing  the  different  groups  (for  example 
cephalosporins  versus  penicillins).  Side  effects 
will  also  be  addressed,  although  in  general  anti- 
biotics are  remarkably  innocuous  drugs. 

Antibiotics  will  be  categorized  by  the  or- 
ganisms they  inhibit  or  kill,  discussing  in  turn 
gram-negative  bacilli,  gram-positive  cocci,  and 
anaerobes.  Each  category  will  be  subdivided 
into  classes  of  antibiotics.  For  example,  penicil- 
lins, cephalosporins,  aminoglycosides,  and 
trimethoprim/sulfamethoxazole  will  be  dis- 
cussed individually  under  the  heading  of  gram- 
negative infections.  Finally,  a few  guidelines 
will  be  mentioned  on  the  popular  questions  of 
“antibiotic  prophylaxis”  and  “empiric  antibiotic 
selection.”  Comments  will  be  limited  to  the 
parenteral  products. 
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I.  TREATMENT  OF  GRAM-NEGATIVE  BACILLI 


Antibiotic  pressure  from  the  popular  use  of 
older  antibiotics  and  the  creation  and  growth 
of  intensive  care  units,  burn  centers,  and  other 
bacterial  breeding  grounds  have  combined  to 
select  gram-negative  bacilli  as  the  “Andromeda 


strains”  of  the  1970s  and  the  1980s.  Recognizing 
this  problem,  science  and  industry  have  joined 
together  to  create  the  new  penicillins  and 
cephalosporins. 


A.  New  Penicillins 


Table  1.  Efficacy  of  the  New  Penicillins 

Generic 

Name 

Enterobacteriaceae 

Pseudomonas 

aeruginosa 

Staphylococcus 

aureus 

Enterococci 

Anaerobes 

Azlocillin 

Carbenicillin 

Mezlocillin 

Piperacillin 

Ticarcillin* 

y'V 

& 

'Routinely  tested  at  Presbyterian  Hospital. 

Footnotes  to  Table  1 


1.  Compared  to  carbenicillin  and  ticarcillin,  the  newer 
agents  (azlocillin,  mezlocillin,  and  piperacillin)  gener- 
ally have  lower  MICs  to  the  Enterobacteriaceae,  but  this 
has  unclear  clinical  relevance.  The  newer  agents  have 
an  increased  spectrum,  additional  coverage  including 


Table  2.  Major  Side  Effects  of  the  New  Penicillins 


Penicillin  allergy 
Hypokalemia 
Hemorrhage 
Sodium  load 


Serratia  and  Klebsiella.  However,  a cephalosporin  is  the 
drug  of  choice  for  these  organisms. 

2.  When  treating  P aeruginosa,  these  agents  should  be  used 
with  an  aminoglycoside.  Azlocillin  and  piperacillin  have 
the  lowest  MICs. 

3.  Azlocillin,  mezlocillin,  and  piperacillin  have  low  MICs 
to  enterococci.  Carbenicillin  and  ticarcillin  are  decidedly 
less  active.  Ampicillin  is  both  clinically  effective  and 
cost-effective  and  should  remain  a drug  of  choice  for  en- 
terococci. 

4.  The  new  penicillins  are  ineffective,  in  vitro,  for  approx- 
imately 5%  to  20%  of  B fragilis,  the  most  commonly 
isolated  anaerobe,  especially  in  intra-abdominal  infec- 
tions. Accordingly,  the  use  of  one  of  these  agents  for 
anaerobic  infections  may  not  be  optimal. 


Table  3.  Comparative  Sodium  Load  and  Relative  Costs  of  the  New  Penicillins 

Acquisition  Cost 

Generic 

Brand 

Comparable  Dose 

to  Pharmacy  per 

Name 

Name 

mEq  Na/gm 

per  Day 

Day* 

Azlocillin 

Azlin® 

2 

18gms 

$73 

Carbenicillin 

Geopen® 

5-6 

30gms 

$28 

Mezlocillin 

Mezlin® 

2 

18gms 

$58 

Piperacillin 

Pipracil® 

2 

18gms 

$61 

Ticarcillin 

Ticar® 

5-6 

18gms 

$43 

'Each  administration  of  drug  generates  an  additional  cost  of  appproximately  $10  for  equipment  and  labor. 

Conclusions.  Although  the  newer  penicillins 
(azlocillin,  mezlocillin,  and  piperacillin)  have 
increased  in  vitro  activity,  there  is  no  clinical 
evidence  that  they  are  superior  to  carbenicillin 
or  ticarcillin  for  susceptible  organisms.  For  cer- 
tain resistant  organisms  such  as  P aeruginosa, 


the  typically  lower  MICs  to  azlocillin  and 
piperacillin  may  offer  a clinical  advantage. 

The  clear  differences  are  cost  and  sodium 
load.  We  believe  drug  selection  should  include 
these  considerations. 
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B.  Cephalosporins 


Table  4.  Efficacy  of  the  Cephalosporins 

Generic 

Name 

Entero- 

bacteriaceae 

Pseudomonas 

aeruginosa 

Staphylococcus 

aureus 

Enterococci 

Anaerobes 

1st  Generation* 

Cefazolin 

Cephalothint 

Cephapirin 

Cephradine 

o>°°6 

*0<VC 

2nd  Generation* 

Cefamandolef 

Cefoxitint 

Cefuroximef 

of 

<3# 

3rd  Generation* 

Cefoperazone 

Cefotaximef 

Ceftizoxime 

Moxalactam 

4? 

w 

e' 

jft 

’ These  drugs  are  commonly  referred  to  as  1st,  2nd  and  3rd  generation  based  on  their  activity  versus  gram-negative  bacilli.  At  the  time  of  this  publication,  there 
are  four  3rd  generation  cephalosporins  marketed,  with  approximately  nine  more  in  various  stages  of  development, 
t Routinely  tested  at  Presbyterian  Hospital. 

Footnotes  to  Table  4 


1.  For  a given  isolate,  the  MICs  to  the  Enterobacteriaceae 
are  markedly  lower  for  the  higher  generatin  cephalospo- 
rins. For  example,  a common  E coli  could  have  an  MIC 
of  1 ug/ml  to  a first  generation,  0.1  ug/ml  to  a second 
generation,  and  0.05  ug/ml  to  a third  generation 
cephalosporin. 

a.  If  an  organism  is  susceptible  to  a first  generation 
drug,  and  the  drug  is  known  to  reach  therapeutic 
levels  in  the  involved  tissues,  this  drug  is  adequate. 
Using  a second  and  third  generation  cephalosporin 
when  a first  is  adequate  is  not  cost-effective. 

b.  Many  clinical  situations  call  for  the  empiric  use  of 
potent  gram-negative  coverage  before  culture  and 
sensitivity  information  is  available.  An  example 
would  be  a nursing  home  patient  who  has  been  taking 
an  oral  cephalosporin  and  is  admitted  to  the  hospital 
with  urosepsis:  the  infecting  pathogen  is  likely  to  be 
resistant  to  the  first  generation  cephalosporins. 
Another  example  would  be  a critically  ill  patient  who 
has  been  hospitalized  for  several  days  and  has  been 
receiving  antibiotics.  In  both  cases,  colonization  by 
resistant  flora  selected  by  antibiotic  pressure  often 
necessitates  the  empiric  use  of  a potent  gram-nega- 
tive antibiotic.  While  an  aminoglycoside  would  likely 
be  effective,  the  use  of  a third  generation  cephalospo- 
rin or  broad-spectrum  penicillin  would  also  be  effec- 
tive in  most  cases. 

Concerning  cost,  it  becomes  very  important  to 
monitor  the  cultures  and  change  to  a more  cost-effec- 
tive antibiotic  if  the  susceptibilities  permit.  For 
example,  if  an  isolate  turns  out  to  be  an  E coli  sus- 
ceptible to  a first  generation  drug,  switching  to  this 
drug  could  save  the  hospital  as  much  as  $500  over  a 
one-week  period!  A communication  network  should 
be  set  up  between  the  clinician,  microbiology  lab, 
pharmacy,  and  DRG-conscious  administrators  to  ac- 
complish this  goal. 

A problem  with  this  system  arises  when  an  expen- 
sive drug  is  begun  empirically  and  all  culture  data 
are  negative.  If  the  patient  has  improved,  there  is 


usually  no  rational  basis  for  changing  antibiotics. 
This  is  a common  and  costly  occurrence  for  which 
there  is  no  reasonable  alternative. 

2.  Some  of  the  new  cephalosporins,  such  as  cefoperazone 
(and  ceftazidime,  not  yet  available),  are  remarkably  ac- 
tive in  vitro  against  P aeruginosa.  Whether  these 
agents,  used  alone,  are  acceptable  substitutes  for  the 
classic  aminoglycoside/antipseudomonal  penicillin  com- 
bination is  not  yet  established.  Resistance  often  emerges 
when  a single  agent  is  used.  For  the  time  being,  the 
combination  of  an  aminoglycoside  with  an  antipseudo- 
monal  penicillin  remains  the  gold  standard  of  therapy 
for  serious  P aeruginosa  infections. 

3.  The  first  generation  cephalosporins  are  generally  com- 
parable to  the  penicillinase-resistant  penicillins  in  their 
efficacy  against  S aureus.  The  usual  MIC  is  0.25-1.0 
ug/ml. 

Cefamandole  and  cefuroxime  have  slightly  higher 
MICs  to  S aureus,  with  MICs  as  high  as  8 ug/ml  reported. 
These  two  agents  combine  adequate  coverage  of  gram- 
positive cocci  and  broad-spectrum  gram-negative  cover- 
age, making  them  effective  against  a wide  range  of  or- 
ganisms. However,  they  are  not  optimal  coverage  for 
any  particular  organism  and  are  grossly  overprescribed. 

Cefoxitin  is  unique  among  the  second  generation 
cephalosporins  in  that  it  is  less  effective  for  S aureus. 
Its  major  attribute  is  efficacy  against  anaerobes. 
Likewise,  the  third  generation  cephalosporins  are  mark- 
edly less  effective  than  the  first  generation  against  S 
aureus. 

4.  Cefoxitin  and  moxalactam  are  distinguished  by  particu- 
lar activity  against  anaerobes.  However,  approximately 
5%  to  20%  of  B fragilis,  the  most  common  anaerobic 
pathogen,  will  be  resistant.  Their  role  as  single  agents 
for  intra-abdominal  infection,  when  compared  to  the 
classic  combination  of  clindamycin  or  metronidazole, 
plus  an  aminoglycoside,  is  not  yet  definitely  established. 
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Table  5.  Major  Side  Effects  of  the  New  Cephalosporins 


Cross  allergenicity  with  penicillin' 
Bleeding2 

Footnotes  to  Table  5 


1.  In  patients  who  have  had  anaphylactic  reactions  to 
penicillins,  cephalosporins  should  be  used  with  great 
caution. 

2.  All  broad-spectrum  antibiotics  have  the  potential  to 
cause  bleeding  by  eradicating  vitamin  K-producing  bac- 
teria. Some  agents,  such  as  moxalactam,  are  associated 


with  an  increased  frequency  of  bleeding  and  may  involve 
other  mechanisms  in  addition  to  vitamin  K depletion. 
It  is  recommended  that  vitamin  K be  given  weekly  to 
patients  receiving  moxalactam,  and  this  practice  could 
reasonably  be  justified  when  giving  any  broad-spectrum 
antibiotic  for  prolonged  periods  of  time. 


Table  6.  Comparable  Costs  of  the  Cephalosporins 

Generic 

Name 

Brand 

Name 

Representative  Dose  and  Interval 

Acquisition  Cost 
to  Pharmacy 
per  Gram* 

Generation 

Dose 

Interval 

First 

Cefazolin 

Ancel 

Kefzol® 

1-2gm 

6-8  h 

$ 2.82 

Cephalothin 

Keflin® 

1-2gm 

4-6  h 

$ 2.23 

Cephapirin 

Cefadyl® 

1-2gm 

4-6  h 

S 3.04 

Cephradine 

Velosfl® 

1-2gm 

4-6  h 

$ 2.38 

Second 

Cefamandole 

Mandol® 

l-2gm 

4-6  h 

$ 5.60 

Cefoxitin 

Mefoxin® 

l-2gm 

4-6  h 

$ 7.01 

Cefuroxime 

Zinacfl® 

0.75-1 .5gm 

6-8  h 

$ 5.03 

Third 

Cefoperazone 

Cefobid® 

1-2gm 

8-12h 

S 9.28 

Cefotaxime 

Claforan® 

1-2gm 

6-  8h 

$ 9.22 

Ceftizixime 

Cefizox® 

1-2gm 

8-1 2 h 

$ 9.76 

Moxalactam 

Moxam® 

1-2gm 

8-12h 

$10.45 

■ Each  administration  of  drug  generates  an  additional  cost  of  approximatelyu  $10  for  equipment  and  labor.  Accordingly,  drugs  with  long  half-lives  requiring  less 

frequent  administration  may  be  more  cost-effective  when  compared  to  drugs  that  require  more  frequent  dosing.  Dosage  varies  depending  on  severity  of  infection. 

Conclusions.  There  are  many  cephalosporins 
now  available.  The  rationale  for  their  develop- 
ment has  been  to  cover  the  emergence  of  resis- 
tant gram-negative  bacilli.  These  agents  are 
markedly  more  expensive  than  their  older  coun- 
terparts. The  average  cost  per  gram  of  the 
first  generation  cephalosporins  is  $2.62;  sec- 

C.  Aminoglycosides 

There  are  four  aminoglycosides  commonly  pre- 
scribed. The  major  difference  is  cost  (see  Table 
7).  Differences  in  spectrum  of  activity1  and  tox- 
icity2 are  generally  minor. 

1.  The  spectrum  of  activity  of  the  amino- 
glycosides is  comparable,  with  the  following 
qualifications: 

a.  Gentamicin  is  more  effective  for  Serratia 
species. 

b.  Tobramycin  is  more  effective  for 
P aeruginosa. 

c.  Amikacin  is  more  effective  for  Providencia 
species. 

d.  When  an  organism  is  resistant  to  gen- 
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ond  generation,  $5.88;  and  third  generation, 
$9.68.  As  a rule  of  thumb,  the  least  expen- 
sive effective  agent  should  be  used.  The 
newer,  more  expensive  agents  should  be  re- 
served for  situations  where  resistant  or- 
ganisms are  isolated  or  suspected. 


tamicin  and  tobramycin,  it  may  remain 
susceptible  to  amikacin.  The  use  of 
amikacin  should  be  reserved  for  such  re- 
sistant organisms. 

e.  The  aminoglycosides  often  act  synergisti- 
cally  with  the  penicillins  and  cephalospo- 
rins and  are  therefore  frequently  used  in 
combination  therapy. 

2.  All  four  agents  are  potentially  nephrotoxic 
and  ototoxic.  There  is  considerable  con- 
troversy regarding  subtle  advantages  of  one 
agent  over  the  other  regarding  relative  tox- 
icities.  For  example,  tobramycin  has  been 
successfully  marketed  as  being  less  neph- 
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Table  7.  Comparable  Costs  of  Aminoglycosides 

Representative  Dose 

Acquisition  Cost 

Generic 

Brand 

and  Interval 

to  Pharmacy  per 

Name 

Name 

Dose 

Interval 

Dose* 

Amikacin 

Amikin® 

500  mg 

8-12  h 

$15.59 

Gentamicin 

Garamycin® 

80  mg 

8h 

$ .36 

Netilmicin 

Netromycin® 

150  mg 

8-12  h 

$ 4.57 

Tobramycin 

Nebcin® 

80  mg 

8 h 

$ 4.90 

' Each  administration  of  drug  generates  an  additional  cost  of  approximately  $10  for  equipment  and  labor.  Accordingly,  drugs  with  long  half-lives  requiring  less 
frequent  administration  may  be  more  cost-effective  when  compared  to  drugs  that  require  more  frequent  dosing.  Dosage  varies  depending  on  seventy  of  infection . 

rotoxic  than  gentamicin.  Attempts  are 
being  made  to  market  netilmicin  as  the  least 
toxic  of  the  aminoglycosides.  From  a clinical 
point  of  view,  however,  the  differences  are  of 
questionable  significance.  Serial  creatinine 
and  blood  levels  must  be  checked  and  doses 
adjusted  accordingly,  whatever  agent  is  used. 

Penicillins  in  high  doses,  such  as  the 
broad-spectrum  penicillins  often  prescribed 
in  conjunction  with  aminoglycosides,  will  in- 
activate the  latter  in  vitro.  This  inactivation 
may  lead  to  results  which  do  not  accurately 
reflect  the  patient’s  true  aminoglycoside 
serum  level.  This  interaction  is  time-  and 
temperature-dependent.  It  would  therefore 


be  wise  to  have  the  laboratory  freeze-store  a 
specimen  which  contains  both  an  amino- 
glycoside and  penicillin  if  it  cannot  be  run 
within  four  hours. 

Conclusions.  Because  of  the  marked  cost  dif- 
ferential, gentamicin  should  be  the  amino- 
glycoside used  most  frequently.  When  particu- 
lar activity  is  sought  for  P aeruginosa,  the  in- 
creased cost  of  tobramycin  seems  warranted. 
Amikacin  should  be  reserved  for  gentamicin/ 
tobramycin-resistant  organisms.  When  an 
aminoglycoside  is  used,  serial  creatinine  and 
antibiotic  blood  levels  should  be  checked  and 
doses  adjusted  accordingly. 


Table  8.  New  Penicillins  vs  New  Cephalosporins  vs  Trimethoprim/Sulfamethoxazole: 

Efficacy,  Toxicity,  and  Cost 

New 

Penicillins 

New 

Cephalosporins 

Trimethoprim/ 

Sulfamethoxazole 

Efficacy 

Gram-negative  bacilli 

Excellent,  except 

Enterobacteriaceae 

Klebsiella 

Excellent 

Excellent 

Pseudomonas 

aeruginosa 

Effective  (use 
with  tobramycin) 

Some  effective,3 
check  MICs 

Ineffective 

Gram-positive  cocci 

Staphylococcus  aureus 

Ineffective 

Fair 

Enterococci 

Excellent 

Ineffective 

Ineffective 

Anaerobes 

Acceptable' 

Acceptable2 

Ineffective 

Toxicity 

Minimal 

Minimal 

Minimal 

Pharmacy  Acquisition 
Cost  per  Day 

S6547 

$12057 

$406,7 

Footnotes  to  Table  8 

1.  See  Table  1,  footnote  4. 

2.  See  Table  4,  footnote  4. 

3.  See  Table  4,  footnote  2. 

4.  Average  of  the  costs  for  azlocillin,  mezlocillin,  and 
piperacillin  (see  also  Table  3). 


5.  Average  of  the  costs  for  the  third  generation  cephalospo- 
rins based  on  the  maximum  recommended  dose  per  day. 
Lower  doses  are  often  adequate. 

6.  Cost  of  intravenous  trimethoprim/sulfamethoxazole 
based  on  8 ampules  per  day. 

7.  Recall  that  the  average  cost  for  the  first  generation 
cephalosporins  is  less  than  $10  per  day. 
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D.  Trimethoprim/Sulfamethoxazole  (Bactrim®,  Septra®) 


The  efficacy  of  trimethoprim/sulfamethoxazole 
against  gram-negative  bacilli  has  been  some- 
what overshadowed  by  the  new  penicillins  and 
cephalosporins.  It  offers  a unique  mechanism 
of  action  such  that  penicillin-  and  cephalospo- 
rin-resistant organisms  may  remain  suscepti- 
ble to  this  agent.  In  addition,  this  agent  can  be 
used  for  gram-negative  infections  in  patients 
severely  allergic  to  penicillins  and  cephalospo- 
rins. It  is  now  available  in  an  IV  preparation 


II.  TREATMENT  OF 


Once  antibiotics  became  available,  we  began 
seeing  the  development  of  resistant  organisms. 
For  example,  whereas  S aureus  was  initially 
susceptible  to  penicillin  G,  most  clinical  isolates 
are  now  resistant  to  this  agent.  We  are  pre- 
sently in  an  era  of  resistant  gram-negative 
bacillus  infections  such  that  the  development 
of  most  new  antibiotics,  namely  the  broad-spec- 
trum penicillins  and  higher  generation 
cephalosporins,  are  directed  towards  treating 
these  organisms.  It  is  important  to  recognize 


and  is  also  very  well  absorbed  orally.  Its  cost 
compares  favorably  to  the  new  penicillins  and 
cephalosporins  (see  Table  8).  Allergic  reactions 
to  sulfa  are  a potential  problem,  occurring  in 
approximately  3%  of  patients.  Finally,  note  that 
although  trimethoprim/sulfamethoxazole  is  ef- 
fective against  many  gram-negative  bacilli,  it 
is  ineffective  for  P aeruginosa  and  anaerobes 
and  has  limited  indication  for  gram-positive 
cocci. 


GRAM-POSITIVE  COCCI 


that  these  antibiotics  have  not  been  developed 
for  coverage  of  gram-positive  organisms  and  are 
relatively  deficient  in  this  area.  Interestingly, 
the  gram-positive  cocci  appear  to  be  making  a 
comeback  in  the  form  of  increased  numbers  of 
S epidermidis  and  enterococcal  infections  and 
methicillin-resistant  <S  aureus.  Indeed,  the  om- 
nipotent gram-negative  bacillus  antibiotics  are 
probably  fostering  the  return  of  gram-positive 
cocci. 


Table  9.  Treatment  of  Staphylococcus  aureus 

Representative  Dose 

Acquisition  Cost 

Generic 

Brand 

and  Interval 

to  Pharmacy  per 

Name 

Name 

Dose 

Interval 

Representative 

Dose* 

Penicillins1 

Nafcillin2 

Nafcil®/Unipen® 

2gm 

4-6  h 

$ 2.79 

Oxacillin2 

Prostaphlin® 

2gm 

4-6  h 

$ 4.13 

Cephalosporins2 

see  Table  6 

see  Table  6 

see  Table  6 

see  Table  6 

Vancomycin3 

Vancocin® 

0.5gm 

6h 

$17.53 

Clindamycin4 

Cleocin® 

0.6  gm 

6-8  h 

$11.39 

■ Each  administration  of  drug  generates  an  additional  cost  of  approximately  $10  for  equipment  and  labor.  Accordingly,  drugs  with  long  half-lives  requiring  less 
frequent  administration  may  be  more  cost-effective  when  compared  to  drugs  that  require  more  frequent  dosing.  Dosage  varies  depending  on  severity  of  infection . 

Footnotes  to  Table  9 

1.  Methicillin  is  the  original  penicillinase-resistant 
penicillin  but  is  not  generally  used  today  because  of  its 
increased  potential  to  cause  nephrotoxicity. 

2.  The  penicillinase-resistant  penicillins  (nafcillin  and 

oxacillin)  and  the  first  generation  cephalosporins  (see 

Tables  4 and  6)  are  drugs  of  choice  for  these  infections. 
In  certain  parts  of  the  country,  methicillin-resistant  S 
aureus  has  become  prevalent,  accounting  for  up  to  50% 
of  the  S aureus  isolates.  These  isolates  are  resistant  to 
all  penicillins  and  cephalosporins. 


3.  Vancomycin  is  the  only  reliable  drug  for  methicillin-re- 
sistant S aureus.  Vancomycin  is  also  the  drug  to  be  used 
for  S aureus  in  penicillin-  and  cephalosporin-allergic 
patients.  Although  this  drug  has  previously  been  as- 
sociated with  significant  nephro-  and  ototoxicity,  the 
newer,  more  purified  vancomycin  preparations  are  less 
toxic. 

4.  Clindamycin  is  unique  in  that  it  is  an  ideal  drug  for 
anaerobes  and  is  also  quite  effective  against  S aureus 
and  other  gram-positive  cocci  (except  enterococci). 
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Table  10.  Treatment  of  Staphylococcus  epidermidis 


1 . Pencillins  or  cephalosporins,  if  susceptible:  otherwise 

2.  Vancomycin,  gentamicin,  and  rifampin  (in  combination) 


Table  11.  Treatment  of  Enterococci 


Pencillin  + Streptomycin  or  Gentamicin 
Ampicillin  + - Streptomycin  or  Gentamicin 
Vancomycin  * - Streptomycin  or  Gentamicin 


Although  often  a contaminant,  S epider- 
midis is  also  the  most  common  organism  to  in- 
fect prosthetic  devices  such  as  heart  valves  and 
CNS  shunts.  It  is  also  appearing  with  increased 
frequency  in  association  with  vascular  access 
devices.  Its  treatment  is  difficult,  with  a vari- 
able percentage  of  strains  resistant  to  penicil- 
lins and  cephalosporins.  Some  combination  of 


vancomycin,  gentamicin,  and  rifampin  has 
been  shown  to  be  the  treatment  of  choice  for 
this  organism  when  penicillin  or  cephalosporin 
resistance  has  been  demonstrated  (Table  10). 

The  enterococci  are  composed  of  several 
species  of  group  D streptococci,  the  main  patho- 
gen being  S faecalis  which  is  especially  difficult 
to  treat.  As  opposed  to  other  streptococci,  this 
organism  is  particularly  resistant  to  several 
antibiotics.  It  requires  penicillin  plus  strep- 
tomycin or  gentamicin,  ampicillin  (or  some  of 
the  newer  penicillins),  or  vancomycin  for  suc- 
cessful therapy.  However,  for  serious  enterococ- 
cal  infections,  streptomycin  or  gentamicin 
should  always  be  included.  Tobramycin  is  prob- 
ably less  effective.  The  cephalosporins  are  not 
effective  for  enterococci  and  may  even  select 
out  this  pathogen,  resulting  in  superinfection 
(Table  11). 


III.  TREATMENT  OF  ANAEROBES 


Table  12.  Treatment  of  Anaerobes 

Generic 

Name 

Brand 

Name 

Representative  Dose 
and  Interval 

Acquisition  Cost 
to  Pharmacy  per 
Representative 
Dose* 

Dose 

Interval 

Clindamycin 

Cleocin® 

0.6gm 

6-8  h 

$11.39 

Metronidazole’ 

Flagyl® 

0.5  gm 

6h 

$ 3.75 

Chloramphenicol2 

Chloromycetin® 

1 gm 

6h 

$ 1.34 

Penicillin  G3 

Various 

2-4  mil  U 

4-6  h 

$ 1.40 

New  penicillins3 

Various 

see  Table  3 

4-6  h 

see  Table  3 

Cefoxitin3 

Mefoxin® 

2gm 

4-6  h 

$14.02 

Moxalactam3 

Moxam® 

2gm 

8-1 2 h 

$20.90 

Each  administration  of  drug  generates  an  additional  cost  of  approximately  $10  for  equipment  and  labor.  Accordingly,  drugs  with  long  half-lives  requiring  less 

frequent  administration  may  be  more  cost-effective  when  compared  to  drugs  that  require  more  frequent  dosing.  Dosage  varies  depending  on  severity  of  infection. 

Footnotes  to  Table  12 


1.  Clindamycin  and  metronidazole  are  the  most  effective 
anaerobic  agents.  Clindamycin  offers  additional  cover- 
age for  gram-positive  cocci,  including  S aureus,  but 
excluding  enterococci.  For  infections  caused  by 
anaerobes  alone,  metronidazole  is  more  cost-effective 
than  clindamycin.  The  spectrum  of  metronidazole  is  li- 
mited to  anaerobes  'and  some  parasites). 

2.  Chloramphenicol  is  very  effective  for  most  anaerobes 
but  is  not  generally  used  because  of  its  potential  to  cause 
aplastic  anemia. 


3.  Pencillin  G and  the  newer  penicillins  (see  Table  1)  and 
some  of  the  newer  cephalosporins  (cefoxitin  and 
moxalactam)  are  effective  against  80%  to  95%  of 
anaerobes.  However,  these  agents  will  not  effectively 
cover  many  strains  of  B fragilis,  the  most  common 
anaerobic  pathogen.  Therefore,  their  use  in  anaerobic 
infections  instead  of  clindamycin  or  metronidazole  must 
be  questioned. 


IV.  ANTIBIOTIC  PROPHYLAXIS 


Antibiotics  have  been  shown  to  be  effective 
prophylaxis  in  many  surgical  procedures.  They 
are  frequently  employed  for  this  purpose,  ac- 
counting for  a high  percentage  of  antibiotics 


used  at  most  hospitals.  Prophylactic  antibiotics 
should  be  given  within  2 hours  before  incision 
and  for  no  more  than  24  to  48  hours  after 
surgery.  Deviations  from  this  schedule  are  in- 
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appropriate  in  terms  of  efficacy,  side  effects, 
and  cost.  For  example,  continuing  an  antibiotic 
beyond  48  hours  postoperatively,  for  a clean 
procedure,  does  not  decrease  the  rate  of  infec- 
tion, but  does  increase  the  risks  for  drug  toxicity 
and  clearly  escalates  unnecessary  costs. 

The  choice  of  antibiotic  for  prophylaxis  is 
somewhat  arbitrary.  The  agent  should  cover 


those  organisms  most  frequently  associated 
with  the  particular  procedure  in  question.  Since 
wound  infections  are  most  frequently  caused  by 
S aureus,  the  gram-negative  penicillins  and 
third  generation  cephalosporins  are  not  ra- 
tional choices.  Rather,  a first  generation 
cephalosporin  (or  perhaps  a second  generation 
cephalosporin)  should  be  used. 


V.  EMPIRIC  USE  OF  ANTIBIOTICS 


The  bottom-line  question  is:  What  antibiotic  or 
antibiotics  should  be  used  for  an  ill  patient 
when  cultures  are  either  negative  or  pending? 
There  is,  of  course,  no  one  correct  answer.  The 
decision-making  process  should  involve  the  fol- 
lowing: 

1.  Decide  the  most  likely  organism(s)  involved 
in  a particular  type  of  infection.  For  exam- 
ple, an  intra-abdominal  infection  is  usually 


caused  by  enteric  gram-negative  bacilli  and 
anaerobes. 

2.  Check  regarding  antibiotic  allergies. 

3.  Select  a regimen  that  is  organism-specific 
and  cost-effective. 

4.  Tailor  the  regimen  when  culture  and  sen- 
sitivity information  becomes  available. 

5.  Monitor  for  toxicity  and  superinfections  (re- 
sistant organisms),  and  modify  the  regimen 
accordingly. 
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A percutaneously  insertable  balloon  cathe- 
ter which  can  occlude  the  aorta  has  been 
developed.  In  controlling  abdominal 
hemorrhage  and  shock,  this  catheter  ap- 
pears to  be  more  effective  than  the  MAST 
garment  and  less  invasive  than 
thoracotomy  with  cross  clamping. 

Control  of  hemorrhage  is  a demanding,  but 
potentially  rewarding  problem  in  the  man- 
agement of  trauma.  Current  standard  therapy 
for  the  initial  management  of  hemorrhagic 
shock  consists  of  intravenous  fluid  replacement 
and  inflation  of  MAS-Trousers.  Recent  research 
has  suggested  that  MAST  garments  may  not  be 
totally  effective  for  the  control  of  massive  intra- 
abdominal hemorrhage.  Our  preliminary 
studies  on  animals  have  shown  that  occluding 
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the  aorta  with  a balloon  is  significantly  more 
effective  in  controlling  massive  intra-abdomi- 
nal hemorrhage. 

Introduction 

The  1984  “standard  of  care”  for  the  early  man- 
agement of  intra-abdominal  hemorrhage  in- 
cludes supplemental  oxygen,  splinting,  com- 
pression dressing,  and  intravenous  fluid  re- 
placement, usually  with  lactated  ringers  solu- 
tion. MAS-Trousers  (Military  Anti-Shock  Trous- 
ers, also  called  PAST — pneumatic  anti-shock 
trousers)  have  also  been  recommended  by  many; 
some  traumatologists  believe  that  MAS-Trous- 
ers “will  effectively  stop  bleeding  in  the  abdo- 
men and  lower  extremities,  obviously  not  in  the 
chest.”1  Cross  clamping  of  the  aorta,  or  similar 
maneuvers  have  been  used  intraoperatively  to 
control  severe  intra-abdominal  hemorrhage. 

There  are  multiple  previous  reports  of  in- 
flating intra-aortic  balloons  to  control  hemor- 
rhage, but  these  devices  all  required  either  a 
cut-down  onto  a peripheral  artery  or  insertion 
into  the  lesion  during  surgery.2'16  Recently,  Low 
and  Cram  reported  the  experimental  use  of  per- 
cutaneously inserted  balloon  catheter  to  control 
intra-abdominal  arterial  bleeding.1'  We  now  re- 
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port  a pilot  study  of  a specially  designed,  per- 
cutaneously  placed  balloon  catheter  to  control 
intra-abdominal  hemorrhage  from  blunt 
trauma  in  anesthetized  dogs  (Fig  1). 

Materials  and  Methods 

Eleven  dogs  weighing  20  to  28  kg  were  anes- 
thetized with  30  mg/kg  IV  pentobartitol,  intu- 
bated, and  placed  on  a constant  volume  Harvard 
ventilator,  and  arterial  and  venous  cannulas 
were  placed.  Arterial  blood  gases  were  control- 
led with  standard  measures.  The  abdomen  was 
opened  and,  while  the  splenic  artery  was  tem- 
porarily occluded,  the  entire  spleen  was 
traumatized.  The  spleen  was  then  returned  to 
the  abdomen,  the  abdominal  wall  was  tightly 
closed,  and  the  dog  then  received  one  of  three 
treatments:  (1)  control  animals  were  supported 
with  IV  fluids  only;  (2)  MAST-treated  animals 
were  supported  with  IV  fluids  and  inflation  of 
pediatric  MAS-Trousers  tailored  to  snugly  Fit 
around  a dog;  and  (3)  balloon-treated  animals 
were  treated  with  IV  fluids  and  inflation  of  an 
intra-aortic  balloon.  The  balloon  is  a percutane- 
ously  insertable  Datascope  occluding  aortic  bal- 
loon; the  occluding  balloon  is  shorter  and  wider 
than  an  intra-aortic  pumping  balloon.  The 
occluding  balloons  were  inflated  with  saline 


until  the  balloon  could  be  felt  to  tightly  occlude 
the  aorta  just  above  the  celiac  artery,  where 
the  aorta  penetrates  the  diaphragm. 

Treatment  continued  for  a maximum  of 
four  hours.  Dogs  surviving  this  long  were  then 
euthanized  with  an  intravenous  injection  of 
potassium  chloride.  Blood  gases  and  hematocrit 
were  checked  throughout  the  experiment.  Fol- 
lowing death  the  animals  were  autopsied  and 
the  amount  of  blood  in  the  abdomen  was  mea- 
sured. 

Because  this  was  pilot  study,  the  experi- 
ment was  not  balanced  or  randomized.  Statisti- 
cal analysis  consisted  of  one-way  analysis  of 
variance  (done  on  a Hewlett-Packard  HP  41-CV 
calculator  with  a ST AT  PAC  module).  Between- 
treatment  comparisons  were  done  by  Newman- 
Keul’s  test  using  a harmonic  mean.  Rate  of 
blood  loss  measurements  were  log  transformed 
to  correct  for  non-normal  distribution.  The 
small  number  of  animals  involved  precludes  the 
use  of  a more  elaborate  statistical  model. 

Results 

Rate  of  blood  loss  differed  significantly  between 
the  groups.  In  four  control  (IV  only)  dogs  the 
mean  rate  was  46  cc/minute.  The  ± log  trans- 
formed standard  deviation  gave  a range  of  25-85 
cc/minute.  Three  MAS-Trouser  dogs  bled  at 


Fig  1.  Mean  arterial  blood  pressure  ± standard  deviation  in  Fig  2.  Rate  of  blood  loss  ± log  transformed  standard  deviation 

torr  (mmHg)  after  one  hour  of  treatment  with  IV  fluids,  MAS-  in  cc/min. 

Trousers,  or  balloon  occlusion  of  the  aorta. 
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Survival  time  in  minutes 


Fig  3.  Survival  time  ± standard  deviation  in  minutes  for  ani- 
mals treated  with  IV  fluid  resuscitation,  MAS-Trousers,  or  bal- 
loon occlusion  of  the  aorta.  (Dogs  were  sacrificed  if  they  sur- 
vived four  hours.) 

10.5  (4.9-22.4)  cc/minute,  and  the  four  balloon- 
treated  animals  bled  at  2.4  (1.8-3. 4)  cc-minute. 
Overall  F = 6.31,  P < .01.  Both  devices  lowered 
blood  loss  from  control  values  (P  < .01  for  both) 
and  the  occluding  balloon  worked  better  than 
MAS-Trousers  (P  < .01)  (Fig  2). 

Statistically  significant  differences  were 
also  found  for  survival  times.  After  injury,  con- 
trol dogs  lived  62  ± 5 minutes  standard  devia- 
tion. MAS-Trousers-treated  animals  lived  for 
100  ± 17  minutes,  and  balloon-treated  dogs  for 
232  ±15  minutes.  Three  of  the  four  balloon- 
treated  dogs  survived  four  hours;  the  other  bal- 
loon-treated dog  died  after  210  minutes.  Over- 
all, F = 70.6,  P < .01.  MAS-Trousers  improved 
survival  time  over  control  (IV)  therapy  (P  < 
.01);  balloon  inflation  also  improved  survival 
time  over  control  (P  < .01);  and  the  balloon  was 
more  effective  than  MAS-Trousers  (P  < .01) 
(Fig  3). 

As  expected,  there  were  no  statistically  sig- 
nificant differences  between  the  baseline  mea- 
surements of  mean  arterial  blood  pressure 
(MAP)  before  the  spleen  was  traumatized  or 
treatment  begun,  F = .68,  P > .05. 
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Blood  pressure  after  one  hour  of  treatment 
did  show  statistically  significant  differences. 
Control  animals  treated  with  IV  fluid  resuscita- 
tion had  a mean  arterial  pressure  (MAP)  of  only 
45  torr  ±15  torr.  The  dogs  treated  with  MAS- 
Trousers  had  MAP’s  of  80  ± torr,  and  the  ani- 
mals treated  with  balloon  inflation  had  MAP’s 
of  113  ± 42  torr.  Overall  F = 5.43,  P < .05.  Bal- 
loon treatment  was  significantly  better  than 
control  (p  < .05).  The  other  treatment  compari- 
sons did  not  show  statistically  significant  differ- 
ences (Fig  4). 

Placing  the  balloon  just  above  the  dia- 
phragm was  verified  by  post  mortem  examina- 
tion. There  were  no  cases  of  balloon  rupture 
and  no  cases  of  grossly  evident  injury  to  the 
aorta.  There  was  minimal  thrombus  formation 
on  the  balloon,  even  though  no  anticoagulation 
therapy  was  used. 

Discussion 

“Few  problems  in  Medicine  are  as  dramatic  in 
presentation,  as  demanding  in  management,  or 
as  gratifying  in  successful  resolution  as  acute 
hemorrhagic  shock.”18  The  body’s  natural  ten- 
dency to  compensate  for  hemorrhagic  shock  in- 
cludes a leftward  shifting  of  the  oxy-hemoglobin 
dissociation  curve,  absorbing  interstitial  fluid 
into  the  intravascular  space,  tachycardia,  in- 
creased stroke  volume,  constricting  of  post 
capillary  vessels  and  large  veins  (the  capaci- 
tance system),  and  selective  arteriolar  constric- 
tion to  shunt  blood  from  “nonessential”  organs 
to  the  heart  and  brain. 

Early  therapeutic  intervention  includes 
supplemental  oxygen,  splinting,  compression 
dressing,  and  intravenous  fluid  replacement. 
MAS-Trousers  have  been  advocated  because: 
(1)  Initially  they  were  believed  to  have  an  “au- 
totransfusion”  effect19"21  representing  shift  of 
blood  volume  from  the  lower  body  to  the  upper 
body  (Recently,  several  well  designed  experi- 
ments22"28 have  shown  that  this  effect  is  neglig- 
able);  (2)  it  is  thought  that  inflation  of  the  trous- 
ers compress  the  vascular  bed  underlying  them, 
thus  shunting  blood  flow  to  the  upper  half  of 
the  body.26"30 

Emergency  cross  clamping  of  the  aorta  has 
also  been  recommended  to  control  massive  ab- 
dominal hemorrhage  and  redirect  blood  to  the 
heart  and  brain.  Recently,  a semiflexible  aortic 
compressor  has  been  developed;  this  compressor 
allows  the  operator  to  occlude  the  aorta  without 
dissecting  the  aorta  free  and  applying  a 
clamp.31  Both  the  clamping  and  the  compressor 
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Fig  4.  Precluder™  occluding  intra-aortic  balloon  with  J wire 
inserted. 

techniques  require  a thoracotomy  and  will  com- 
promise pulmonary  function. 

This  preliminary  study  suggests  that  both 
MAS-Trousers  and  the  occluding  aortic  balloon 
may  help  stabilize  the  blunt  abdominal  trauma 
patient.  Our  results  are  consistent  with  previ- 
ous work  which  has  shown  that  a major 
hemodynamic  effect  of  the  trouser  is  to  shunt 
blood  which  is  already  in  the  circulation  to  the 
upper  body,  thus,  supporting  perfusion  of  the 
brain  and  heart.  Both  devices  supported  blood 
pressure,  although  this  improvement  was 
statistically  significant  only  with  balloon  treat- 
ment. This  study  provides  the  first  experimen- 
tal evidence  that  MAS-Trousers  tamponade 
intra-abdominal  hemorrhage.  This  tamponade 
seems  partial  — the  spleen  bleeds,  but  at  a re- 
duced rate.  Our  results  suggest  that  the  balloon 
treatment  will  reduce  the  rate  of  hemorrhage 
by  a factor  of  four  compared  to  MAS-Trouser 
treatment,  although  the  small  number  of  dogs 
tested  in  this  pilot  study  means  that  our  conclu- 
sions should  be  taken  tentatively. 

Serious  complications  of  MAS-Trousers  use 
are  unusual.32  Compression  injuries  and  com- 
partment syndromes  have  been  noted.32  34  Re- 
spiratory compromise  with  MAS-Trousers’  use 
is  usually  mild,35'37  but  can  be  severe  in  pa- 
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tients  with  spinal  cord  injuries.38  Renal  func- 
tion is  impaired,28,39  although  usually  this  im- 
pairment has  no  long  term  significance.32 

Complications  of  balloon  occlusion  have  not 
been  thoroughly  studied.  Balloon  inflation  is 
no  more  damaging  to  the  aorta  than  the  best 
vascular  clamps.16  Dogs  have  been  shown  to 
tolerate  balloon  occlusion  at  the  level  of  the 
diaphragm  for  about  60  minutes  before  develop- 
ing permanent  renal  and/or  spinal  cord  damage. 
The  dogs  tolerated  the  occlusion  for  only  30  min- 
utes if  they  were  in  shock  prior  to  balloon  in- 
flation.2 Human  trauma  patients  have  toler- 
ated intermittent  aortic  cross  clamping  for  75 
minutes  without  post  operative  sequelae.40  An 
occluding  aortic  balloon  was  used  intermit- 
tently in  a dog  for  24  hours  without  complica- 
tion.41 

Intra-aortic  balloon  pump  catheters  are  as- 
sociated with  the  following  complications:  local 
wound  problems  (especially  with  cut-downs), 
hemorrhage  (especially  if  the  femoral  or  iliac 
artery  is  injured),  and  thrombo-embolic  compli- 
cations. Serious  complications  seem  to  be  more 
frequent  in  patients  with  relatively  small 
femoral  arteries.42 

These  results  suggest  that  both  MAS- 
Trousers  and  intra-aortic  balloon  occlusion  help 
the  patient  with  a splenic  injury  by:  (1)  slowing 
the  rate  of  hemorrhage;  and  (2)  shunting  blood 
to  the  heart  and  brain.  The  balloon  seems  more 
effective  than  the  trousers  in  achieving  these 
objectives.  We  are  currently  undertaking  a 
large,  randomized  study  to  confirm  the  results 
published  in  this  pilot  study.  In  the  near  future, 
we  will  begin  investigating  different  types  of 
intermittent  occlusion  to  minimize  ischemic 
damage  to  the  kidneys  and  spinal  cord. 

Perhaps  the  occluding  balloon  will  be 
of  greatest  benefit  when  used  to  stabilize  criti- 
cally injured  patients  who  do  not  respond  to 
conventional  therapy  prior  to  transfer  to  a 
major  trauma  center.  In  the  near  future,  the 
Emergency  Medicine  and  Trauma  Center  will, 
on  request,  fly  a physician  via  Medi  Flight  to 
help  stabilize  seriously  injured  trauma  pa- 
tients, and  if  indicated,  use  the  occluding  intra- 
aortic balloon  prior  to  transfer.  The  intra-aortic 
balloon  is  generally  used  for  those  patients  who 
would  not  survive  with  standard  therapy  alone. 

Summary 

The  data  indicate  that  MAS-Trousers  and  intra- 
aortic balloon  occlusion  can  reduce  hemorrhage 
and  hemodynamically  stabilize  dogs  with  se- 
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vere  splenic  trauma.  The  intra-aortic  balloon 
provides  better  hemodynamic  stability  and 
hemorrhage  control  than  MAS-Trousers  in 
massive  intra-abdominal  bleeding.  In  the  near 
future,  this  percutaneous  intra-aortic  balloon 
may  be  used  in  patients  with  massive  abdomi- 
nal injuries  requiring  transfer  who  cannot  be 
hemodynamically  stabilized  with  intravenous 
fluids  and  MAS-Trousers. 
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the  Chinese  Way 

(Second  of  two  parts) 


HONG  LIU 

What  Herbs  Are  Used 
and  How  They  Work 

Medication  in  Chinese  medicine  consists 
mainly  of  herbs  in  their  natural  form.  There 
are  few  fixed,  ready-made  prescriptions.  Most 
of  the  time,  the  doctor  has  to  select  the  herbs 
and  combine  them  in  different  ratios  for  the 
particular  patient  and  the  particular  visit.  The 
prescription  is  then  made  up  and  boiled,  the 
patient  taking  only  the  concoction.17 

Two  classifications  govern  the  choice  of 
herbs:  the  nature  of  the  herbs  and  the  effects 
of  the  herbs.  Within  the  nature  classification, 
there  are  two  subcategories:  property  and  taste. 
Regarding  property,  all  herbs  are  classified 
under  four  categories:  cold,  hot,  cool,  and  warm. 
Cold  and  cool  propertied  herbs  are  used  to  elimi- 
nate excessive  heat  in  the  body,  while  hot  and 
warm  propertied  herbs  are  used  to  bring  up  the 
body  temperature.  As  for  tastes,  all  herbs  fall 
into  six  groups:  sour,  bitter,  sweet,  spicy,18  salty, 
and  tasteless.  Different  tastes  bring  different 
results.19 

Such  classification  is  too  broad  for  practice. 
Another  classification,  often  used  in  combina- 


tion with  the  first,  groups  herbs  according  to 
their  effects.  Generally,  there  are  ten  effects: 
tonic;  purgative;  sedative;  sweat-causing; 
elimination  of  stifling  feeling  in  the  chest;  dry 
strenuous  elimination  of  excessive  body  fluid 
through  urine;  lucrative  and  tonic  opening  of 
the  bladder  and  bowels,  which  are  closed  for 
lack  of  fluid  and  vital  energy;  prevention  of  loss 
of  vitality  through  uncontrollable  sweating  or 
loose  bowels;  drying  up  excessive  sputum  or 
“dampness”;  and  fluid  generation. 

In  choosing  the  herbs,  doctors  consider  both 
classifications  before  writing  the  prescriptions. 
Fortunately,  most  of  the  nature  and  effects  of 
the  400  most  frequently  used  herbs  are  already 
known;  the  doctors,  in  prescribing,  have  only 
to  draw  on  their  knowledge  of  the  particular 
group  of  herbs  for  the  particular  sickness. 

In  the  case  of  disease  resulting  from  out- 
ward causes  and  having  fever  as  the  main 
symptom,  there  are  about  forty  commonly  used 
herbs.20  They  are  grouped  according  to  their 
properties.  Warm-propertied  herbs  are  used  for 
sickness  of  cold  origin,  while  cool-propertied 
herbs  are  used  for  sickness  of  hot  origin.  Rarely 
would  hot-  and  cold-propertied  herbs  be  called 
into  use  when  sickness  is  still  at  this  initial 
stage.21 
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The  most  important  herbs  in  this  group  of 
forty  are  spicy  and  used  mainly  to  cause  sweat- 
ing. Chinese  medicine  believes  that,  when  sick- 
ness resulting  from  outward  causes  is  still  in 
the  initial  stage,  the  best  cure  is  to  give  the 
disease-causing  agents  an  outlet  through  the 
skin  before  they  further  invade  the  body.22 

The  most  frequently  used  sweat-causing 
herbs  for  sickness  from  cold  disease-causing 
agents  are  mahuang  ( Herba  ephedrae ),  cassia 
twigs  (Ramulus  cinnamomi),  the  white  of  the 
green  onion  ( Caulis  allii  flstulosi),  Chinese  at- 
ractylodes  (Atractylis  lanced),  and  xiangru  ( El - 
sholtzia  ciliata).  Of  the  five,  the  first  three  are 


Mahuang 

prescription 


do  . d'i  A , 
dk  A ■ £ d M 


used  for  the  basic  illness,  while  the  last  two  are 
used  for  the  “dampness”  variation.  Mahuang  is 
the  twig  of  the  natural  form  of  ephedrine.  It  is 
in  the  strongest  sweat-causing  herb.23  Cassia 
twigs  rank  next.  The  two  herbs  are  frequently 
used  separately  in  prescriptions,  but  in  severe 
cases  of  abhorrence  of  coldness  and  high  fever 
due  to  no  sweating,  they  are  used  together.  At 
such  times,  the  ratio  of  the  two  is  determined 
by  the  severity  of  the  symptoms.  If  the  patient 
has  a terrible  abhorrence  of  coldness,  a high 
fever,  no  sweat,  aching  joints,  and  tight,  aching 
skin,  more  mahuang  than  cassia  twigs  would 
be  used.  Otherwise  the  ratio  is  normally  an 
equal  amount  of  each.  The  white  of  green  onion 
is  always  used  with  tasteless  preserved  soybean 
to  cause  sweating. 

Chinese  atractylodes  is  spicy,  bitter,  and 
warm-propertied.  Its  bitterness  has  the  effect 
of  drying  up  excessive  “dampness”  in  the  body. 
Consequently,  besides  causing  sweating 
through  its  spicy  property,  the  herb  can  elimi- 
nate typical  “dampness”  symptoms:  arthritic 
aching  in  the  joints,  nausea,  loose  bowels,  a 
stifling  feeling  or  fullness  in  the  chest  and 
stomach,  edema,  and  thick  white  coating  on  the 
tongue. 

Xiangru,  resembling  mahuang  in  property 
but  milder,  substitutes  for  mahuang  in  the  sum- 
mer.24 Seldom  used  with  cassia  twigs  as 
mahuang  often  is,  xiangru  is  always  used  with 


wrinkled  giant  hyssop  ( Herba  agastachis),  an 
herb  that  is  spicy  and  slightly  warm-propertied 
and  is  particularly  good  at  eliminating  “damp- 
ness” symptoms  caused  by  cold  disease-causing 
agents.  Such  symptoms  include  a stifling  feel- 
ing in  the  chest,  nausea,  loss  of  appetite, 
listlessness,  thick  white  coating  on  the  tongue, 
etc.  The  philosophy  behind  the  combination  of 
these  two  herbs  is  that  in  summer  excess 
humidity  often  causes  the  patient  to  succumb 
to  a combination  of  “dampness”  and  other  dis- 
ease-causing agents,  a circumstance  that 
wrinkled  giant  hyssop  can  deal  with  better  than 
cassia  twigs. 

Just  as  all  the  sweat-causing  herbs  for  sick- 
ness of  cold  origin  are  warm  propertied,  so  al- 
most all  the  sweat-causing  herbs  for  sickness 
caused  by  hot  disease-causing  agents  are  cool 
or  cold  propertied.  Those  frequently  used  are 
peppermint,  cicada  slough  (Periostracum 
cicadae ),  preserved  soybean,  root  of  kudzuvine 
( Radix  puerariae ) Chinese  thorowax  (Bup- 
leurum  falcatum),  white  mulberry  leaf  ( Folium 
mori),  and  chrysanthemum.  Unlike  the  above 
group  of  warm-propertied  herbs,  these  cool- 
propertied  herbs  do  not  play  a major  part  in  the 
prescription  because,  in  sickness  resulting  from 
hot  disease-causing  agents,  the  high  fever  and 
the  general  symptoms  are  produced  more  by 
excessive  heat  in  the  body  than  by  any  pent  up 
disease-causing  agents  waiting  for  an  outlet. 
The  main  purpose  of  the  prescriptions  then  is 
to  eliminate  the  heat. 

The  rest  of  the  herbs  in  the  group  specialize 
in  curing  particular  symptoms.25  Several  herbs 
may  specialize  in  curing  a single  symptom;  the 
only  differentiating  criteria  then  are  the  herbs’ 
properties  and  the  nature  of  the  sickness.  For 
example,  apricot  kernel,  fritillary  bulb  ( Bulbus 
fritillariae  thunbergii),  and  peel  of  Mongolian 
snakegourd  ( Pericarpium  trichosanthis ) spec- 
ialize in  stopping  the  cough.  However,  none  is 
universally  applicable.  Apricot  kernel  is  warm- 
propertied  and  can  be  used  only  when  the  cough 
originates  from  cold  disease-causing  agents, 
while  the  others  are  cool-propertied  and  can 
only  be  used  for  the  cough  originating  from  hot 
disease-causing  agents. 

The  explanations  offered  above  for  the  use 
of  herbs  are  standard  explanations  in  Chinese 
medicine.  Viewed  from  the  perspective  of  mod- 
ern science,  these  accounts  sound  at  best  vague, 
bordering  on  mysterious.  The  explanations 
name  the  relationship  between  the  herb  and 
the  symptom  rather  than  the  relationship  be- 
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tween  the  medicine  and  the  objective  cause  of 
the  symptoms.  This  situation  is  brought  about 
by  peculiar  historic  situations.  Chinese 
medicine  never  explored  the  laboratory  ap- 
proach: its  laboratory  was  the  patient.  Through 
thousands  of  years  of  experiments  on  man,  cer- 
tain herbs  were  found  to  be  very  effective  for 
particular  symptoms  under  particular  cir- 
cumstances. The  explanations  are  rationaliza- 
tion of  the  effects  after  they  have  already  been 
established.  However,  the  rationalization  is  not 
pure  guesswork;  it  is  founded  on  facts,  eg,  the 
taste  and  the  property  of  herbs  — which  can  be 
tasted  — and  the  cold  and  hot  symptoms  of  sick- 
ness — like  the  abhorrence  of  coldness  and  the 
craving  for  cold  drinks  — which  are  self-evi- 
dent. However,  these  facts  are  not  the  kind  to 
satisfy  the  modern  scientific  man,  who  has  all 
the  possible  equipment  to  trace  the  cause  of  a 
sickness,  were  the  cause  observable. 

Since  the  begining  of  this  century,  Western 
doctors  and  Western-trained  Chinese  doctors 
have  become  increasingly  interested  in  Chinese 
medicine.  Much  laboratory  research  using 
herbs  and  prescriptions  has  been  conducted  in 
an  effort  to  explain  the  herbs’  obvious  but  mys- 
terious effects.  One  group  of  researchers  found 
that  most  of  the  herbs  with  spicy  taste  contain 
volatile  oils  which,  according  to  Western  phar- 
macology, can  create  a mild  local  irritation, 
cause  sweating,  bring  down  fever,  kill  pain, 
eliminate  sputum,  relieve  gastric  discomfort, 
kill  bacteria,  and  increase  the  volume  of  urine  26 
Another  group  of  researchers  found  further  that 
most  of  the  spicy  herbs  used  in  Chinese 
medicine  to  cause  sweating  can  resist  virus, 
gram-positive  coccus,  gram-negative  coccus, 
tubercle  bacillus,  and  fungus.27  However,  these 
laboratory  researchers  could  not  explain  why 
gypsum  ( Gypsum  fibrosum),  cicada  slough,  and 
the  root  of  kudzuvine,  which  do  not  have  vol- 
atile oils  or  antivirus  and  antibacterial  qual- 
ities, can  bring  about  sweating.  Nor  can  the 
laboratory  explanations  clarify  why  some  of  the 
sweat-causing  herbs  mentioned  in  this  article 
can  also  cure  asthma,  cough,  loss  of  voice, 
headache,  aching  joints,  and  rash,  and  even  im- 
prove the  sight.28 

The  explanation  Chinese  medicine  offers 
for  the  puzzle  is  that  most  of  the  herbs  in  this 
article  act  in  one  way  or  another  on  the  “lung,” 
a concept  which  includes,  besides  the  physical 
lung,  most  of  the  circulation  systems,  in  par- 
ticular the  blood  circulation,  part  of  the  diges- 
tive system  (discharge  of  the  waste),  and  the 
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skin.  All  sickness  originating  from  outward 
causes  is  believed  to  affect  the  “lung”  at  the 
initial  stage. 

What  is  the  equivalent  of  the  concept 
“lung”  in  modern  Western  medicine?  One  group 
of  researchers  found  that  most  of  the  patients 
suffering  from  chronic  bronchitis  have  au- 
tonomic nervous  system  disorders.29  Chronic 
bronchitis  is  characterized  by  cough  and 
asthma,  believed  to  be  prime  “lung”  symptoms 
in  Chinese  medicine.  A bold  hypothesis  may 
then  be  drawn  from  this  evidence  — the  Chinese 
concept  of  “lung”  includes,  at  least,  part  of  the 
autonomic  nervous  system.  If  this  hypothesis 
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is  correct,  then  much  of  the  puzzle  concerning 
the  herbs’  mysterious  effects  would  be  solved; 
instead  of  directly  killing  off  the  objective 
causes  of  sickness,  most  of  the  time  the  herbs 
stimulate  the  nervous  system,  rousing  potential 
body  resistance  to  fight  off  the  foreign  invaders. 

If  this  hypothesis  could  be  proved,  a great 
deal  more  mystery  would  be  cleared,  eg,  the 
mysterious  effect  of  sweating.  Aspirin  can  cause 
a good,  decent  sweating,  but  it  cannot  cure  colds 
or  flu.  How  is  it  then  that  the  Chinese  herbs 
appear  to  cure  the  sickness  merely  by  causing 
sweating?  The  mystery  became  even  more  pro- 
found when  it  was  learned  that  the  major  sweat- 
causing  herbs  cannot  effect  sweating  by  them- 
selves. The  strongest  sweat-causing  herbs  can- 
not bring  about  sweating  unless  the  patient  is 
covered  by  layers  of  blankets  right  after  the 
dose,  which  is  to  be  taken  hot;  otherwise  sweat- 
ing does  not  result.30  Sweating  thus  is  caused 
more  by  the  warmth  of  the  blanket  and  the  dose 
than  by  the  herbs  themselves. 

The  true  cause  of  sweating  is  explained, 
but  the  question  of  how  great  a part  it  plays  in 
the  cure  is  still  unsettled.  Chinese  medicine  be- 
lieves that  sweating  alone  brings  about  a com- 
plete cure.  This  belief  is  founded,  of  course,  on 
the  observation  of  symptoms.  An  application  of 
modern  technology  showed  merely  that  the  per- 
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centage  of  herbs  is  the  same  in  the  sweat  as  in 
the  serum.  This  mystery  could  be  unraveled, 
however,  if  it  could  be  proved  that  the  herbs 
stimulate  organs  other  than  those  connected 
with  the  sweating  function. 

Some  Defects  in  Chinese 
Medical  Practice 

Effective  as  it  is,  Chinese  medicine  has  many 
obvious  defects.  The  most  obvious  and  danger- 
ous one  is  its  lack  of  objective  standard  for 
symptoms.  Part  of  the  description  of  symptoms 
depends  on  the  patients,  whose  sensitivity  to 
symptoms  can  vary  greatly.  The  doctor’s  experi- 
ence also  plays  a great  part  in  the  diagnosis. 
For  example,  the  variations  of  the  pulse  and 
the  various  shades  of  the  tongue’s  color  are, 
until  recently,  only  described  in  words,  not  more 
objectively  recorded  or  photographed.  Interpre- 
tation, then,  depends  entirely  on  experience. 
Misdiagnosis  is  not  at  all  uncommon,  and  his- 
torically, misdiagnosis  in  epidemics  — result- 
ing in  totally  wrong  treatment  — occurred  only 
too  often. 

A no  less  serious  defect  is  the  little  atten- 
tion paid  to  collecting  all  the  ancient  manu- 
scripts and  books  written  on  Chinese  medicine. 
There  are  few  Chinese  medical  classics,  but 
these  few  are  commented  on  and  discussed,  and 
illustrated  with  personal  experiences,  in  hun- 
dreds of  manuscripts  and  books  written 
throughout  the  ages.  Little  effort  has  been  made 
to  categorize  and  assemble  these  invaluable 
materials  into  collections.  Some  of  them  have 
not  been  reprinted  for  quite  a long  time,  while 
others  have  already  been  irretrievably  lost. 

Were  the  manuscripts  and  books  easily  ac- 
cessible, great  difficulty  would  still  remain  in 
absorbing  the  knowledge.  Most  of  the  medical 
books  were  written  in  a very  condensed,  tele- 
graphlike prose.  This  particular  prose  has  its 
origin  in  The  Tract  on  Diseases  Caused  by  Cold 
Disease-Causing  Agents ,31  written  in  the  third 
century.  At  that  time  the  necessary  writing  in- 
struments — paper,  brush,  and  ink  — were 
either  newly  invented  or  still  unknown,  making 
recording  very  difficult.  With  the  medical 
knowledge  still  in  its  infancy,  the  ancient 
classic  was  written  in  a very  simple,  terse  man- 
ner. Later  generations  worshipped  the  tract, 
studying  not  only  the  knowledge  it  offered  but 
also  its  prose.  Doctors  prided  themselves  on 
being  able  to  write  the  same  condensed  prose, 
believing  that  somehow  it  would  dignify  the 
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content.  As  the  vogue  became  more  prevalent, 
more  and  more  information  was  left  out  for  the 
sake  of  the  prose,  sometimes  even  the  descrip- 
tion of  exact  symptoms.  This  tradition  con- 
tinued even  after  printing  became  available 
and  is  still  seen  occasionally  today.  Time,  how- 
ever, did  make  a little  difference.  The  classic 
prose  is  used  now  more  for  covering  up  ignor- 
ance than  for  classic  clarity  or  stylistic  polish. 

Tied  up  with  the  last  defect  is  an  even  more 
serious  one  that  originated  in  the  bible  of 
Chinese  medical  philosophy,  The  Yellow  Em- 
peror’s Canon  of  Internal  Medicine.  This  classic, 
written  about  two  thousand  years  ago,  incorpo- 
rated into  the  medical  philosophy  a great  deal 
of  the  mysterious  and  meaningless  theory  about 
the  elixir  of  life,  made  popular  by  the  then  pow- 
erful sorcerers.  This  incorporation  was  religi- 
ously upheld  by  later  generations  until  the  last 
century;  most  doctors  felt  impelled  to  cite  the 
classic’s  philosophy  to  justify  their  diagnoses. 
Much  practical  knowledge  was  thus  obscured 
by  meaningless  concepts.  Much  labor  would  be 
needed  to  comb  the  practical  truth  from  the 
meaningless  philosophy,  but  this  vast  project 
has  not  quite  begun. 

Conclusion 

Because  of  historic  limitations,  Chinese 
medicine  recognizes  only  the  observable 
symptoms  and  the  effects  of  the  herbs.  Primitive 
as  it  is,  such  diagnosis  has  its  advantage.  Ignor- 
ant of  the  objective  causes  of  sickness  and  the 
chain  of  stimulations  that  leads  to  a cure, 
Chinese  medicine  considers  the  patient  and  the 
sickness  as  a whole,  seeking  to  cure  the  two  as 
one  instead  of  trying  merely  to  remove  the  ob- 
jective cause.32  In  curing  colds  and  flu,  the  an- 
cient medicine  has  not  discovered  new  chemi- 
cals to  battle  a virus  of  which  it  is  completely 
ignorant.  It  simply  recognizes  the  symptoms 
and  employs  the  herbs  that  are  particularly  ef- 
fective for  those  outward  manifestations  of  sick- 
ness. So  far,  scientific  explanations  for  the 
herbs’  obvious  but  mysterious  effects  have  not 
been  put  forth. 

Thousands  of  years  of  direct  experiment  on 
man  have  made  Chinese  medicine  a very  effec- 
tive physical  medicine,  though  not  in  surgery. 
It  is  a pity  that  the  medicine  is  not  more  univer- 
sally applied.  Much  research  and  translation 
must  be  done  before  the  ancient  medicine  can 
benefit  other  than  the  one  billion  people  in 
China.  The  sooner  the  labor  is  begun,  the  better. 
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Endnotes 

17.  The  preparation  normally  undergoes  no  procedure  other 
than  fifteen  to  thirty  minutes  of  boiling  in  plain  water. 

18.  The  word  spicy  conveys  only  part  of  the  intended  meaning. 
The  particular  taste  I am  trying  to  express  here  includes  spicy, 
aromatic,  and  hot;  in  short,  any  taste  that  sends  a stinging  sensation 
up  the  nose,  producing  either  a pleasant  or  unpleasant  sensation, 
eg,  the  taste  of  ginger,  peppermint,  and  chrysanthemum. 

19.  Sour-tasting  herbs  can  stop  abnormal  outflow  of  body  fluid 
as  in  the  case  of  excessive  sweating  and  loose  bowels.  Bitter-tasting 
herbs  can  dry  up  excessive  body  fluid  or  effect  an  outlet  through 
urine.  Sweet-tasting  herbs  have  tonic  qualities  and  can  modify  the 
effect  of  strong  herbs.  Spicy  herbs  can  disperse  “dampness,”  help 
bitter-tasting  herbs  to  eliminate  excessive  body  fluid,  and  effect 
sweating.  Salty  herbs  can  soften  hard  objects  and  are  used  most 
frequently  for  constipation.  Tasteless  herbs  are  good  in  eliminating 
excessive  body  fluid  through  urine. 

20.  For  lack  of  space,  the  types  of  sickness  dealt  with  in  this 
article  are  the  most  basic  ones,  and  so  are  the  herbs  mentioned. 

21.  For  some  of  the  emergency  variations  (eg,  cold  extremities, 
bloodless  lips  and  complexion,  and  a small,  low  voice,  or  burning 
palms  and  soles,  an  abnormally  redder,  smaller  and  thinner  tongue, 
and  a small,  fast  pulse)  hot-  and  cold-propertied  herbs  are  employed. 

22.  Chinese  medicine  believes  all  sickness  can  be  cured  either 
by  one  of  the  following  eight  methods  or  by  a combination  of  several: 
sweating,  vomiting,  purging,  regulating  the  function  of  internal 
organs,  eliminating  the  excessive  heat,  bringing  up  the  body  temper- 
ature, dissolving  and  eliminating  substantial  accumulation  in  the 
body  (eg,  tumor,  constipation  and  sputum),  and  tonically  restoring. 

23.  I was  very  shocked  when  I found  that  in  Western  medical 
books  ephedrine  is  prescribed  for  long  periods  of  use.  A Chinese 
doctor  would  not  dream  of  giving  such  advice  to  a patient.  Mahuang 
can  accelerate  the  heart  rate,  a stimulation  that  can  be  dangerous 
if  applied  repeatedly.  Chinese  doctors  never  use  the  herb  alone;  it 
always  has  accompanying  herbs  to  restrain  its  effect.  But  even  so, 
mahuang  can  still  be  too  strong  for  a patient. 

24.  Xiangru  and  mahuang  have  the  same  qualities.  Both  are 
spicy,  warm-propertied,  and  are  mainly  used  for  sweating  purposes. 
However,  ancient  experience  teaches  that  mahuang  should  never 
be  used  in  summer,  when  xiangru  should  take  its  place. 

25.  For  a list  of  herbs  and  their  specializations  see  footnotes 
11,  13,  15,  and  16. 

26.  This  information  is  based  on  Zhong  Yao  Da  Ci  Dian  (The 
Dictionary  of  Herbs)  compiled  by  the  Jiangsu  Chinese  Medical  Col- 
lege staff  (Shanghai:  Shanghai  People’s  Publishing  House,  1977), 
under  the  respective  items  of  each  herb  mentioned  in  this  article; 
Zhong  Yao  He  Fang  Ji  Xue  (Herbs  and  Prescriptions)  compiled  by 
the  Shandong  Chinese  Medical  College  staff  (Jinan:  Shandong 
People’s  Publishing  House,  1976),  pp  93-133;  Qiu  De  Wen  and  Zhang 
Rong  Chuan,  Ten  Chapters  on  the  Chinese  Way  of  Healing  (Gui 
Yang:  Guizhou  People’s  Publishing  House,  1981),  pp  20-21. 

27.  Ibid. 

28.  Besides  employing  the  herbs  that  have  not  been  proved  by 
modem  scientific  method  to  contain  any  useful  elements,  Chinese 
medicine  sometimes  excludes  herbs  proved  scientifically  useful. 
Take  the  example  of  licorice  root.  Laboratory  research  has  proved 
that  it  has  antivirus  and  antibacteria  qualities,  can  bring  down 
fever,  takes  care  of  cough  and  convulsions,  dilates  blood  vessels, 
and  is  good  for  the  liver  ( The  Dictionary  of  Herbs  under  the  item 


“Licorice  root”  and  Qiu,  pp  37-38).  In  practice,  licorice  root  is  used 
in  prescriptions  for  most  of  the  types  and  variations  mentioned  in 
this  article.  However,  it  is  not  used  for  the  “dampness”  variations, 
the  philosophy  being  that  it  is  sweet  and  therefore  sticky,  which 
would  hamper  the  effort  to  clear  the  “dampness.” 
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29.  Qiu  De  Wen  and  Zhang  Rong  Chuan,  Ten  Chapters  on  the 
Chinese  Way  of  Healing  (Gui  Yang:  Guizhou  People’s  Publishing 
House,  1981),  pp  20-21. 

30.  In  The  Tract  on  Disease  Caused  by  Cold  Disease -Causing 
Agents,  the  direction  for  administering  the  mahuang  prescription 
is  to  take  the  dose  hot  and  to  cover  the  patient  carefully  with  a 
blanket. 

31.  For  information  on  the  classic  see  footnote  7. 

32.  Thus,  many  incurable  diseases  in  Western  medicine,  espe- 
cially those  caused  by  disorders  of  the  nervous  system,  are  curable 
in  Chinese  medicine. 

I believe  a difference  exists  between  Chinese  medicine  and  the 
holistic  trend  in  Western  medicine.  Holistic  medicine,  if  I under- 
stand correctly,  stresses  the  mental  — spiritual  or  psychological  — 
aspect  of  the  patient  in  treatment,  putting  less  emphasis  on 
medicine.  Chinese  medicine,  on  the  other  hand,  stresses  medication. 
It  recognizes  disease-causing  agents  — including  germs  — and  does 
not  believe  the  body  can  right  itself  without  the  help  of  medication. 
In  a sense,  Chinese  medicine  combines  both  the  holistic  and  the 
traditional  trend  in  Western  medicine.  (Acupuncture  plays  only  a 
minor  part  in  Chinese  medicine.  Because  of  language  barriers  and 
its  mastery  of  acupuncture’s  easy  technique,  the  Western  world 
frequently  mistakes  acupuncture  as  a major  part  of  Chinese 
medicine.) 

Hong  Liu,  Department  of  English,  Morrill  Hall  205,  Ok- 
lahoma State  University,  Stillwater,  Oklahoma  74078. 

Hong  Liu  is  currently  working  on  a master’s  degree 
in  English  literature  at  Oklahoma  State  Univer- 
sity. She  studied  both  English  and  medicine  with 
the  help  of  her  father,  a traditional  Chinese  doctor, 
before  coming  to  the  United  States  two  years  ago 
to  complete  her  postgraduate  work.  She  hopes  even- 
tually to  earn  a degree  in  Western  medicine. 
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Surveillance  for  influenza  and 
influenzalike  illness  in 
Oklahoma,  1983-1984 

The  Epidemiology  Service  and  the  Immunization  Di- 
vision of  the  Oklahoma  State  Department  of  Health 
collaborated  with  107  physicians,  11  emergency 
rooms,  23  schools,  and  12  county  health  departments 
to  develop  an  active  surveillance  system  for  influenza 
and  influenzalike  illness  during  the  1983-1984  sea- 
son. The  system  involved  weekly  contact  by  local 
health  representatives  with  each  reporting  source. 

The  purpose  of  the  surveillance  system  was  to 
monitor  the  extent  and  distribution  of  influenza  ac- 
tivity, and  to  collect  specimens  for  viral  culture  and 
typing.  The  definition  of  a case  of  influenzalike  ill- 
ness includes,  as  a minimum,  cough  with  fever  of 
101°  F or  greater,  without  any  obvious  explanation. 

Surveillance  began  during  the  week  of  October 
23,  1983,  and  ended  April  28, 1984.  Through  the  first 
three  months  of  the  surveillance,  a baseline  rate  of 
approximately  300  cases  per  week  was  reported. 
These  cases  clearly  represent  other  viral  or  bacterial 


infections  (ie,  not  influenza)  which  occur  throughout 
the  year.  Reports  of  influenzalike  illness  began  to 
increase  sharply  during  the  last  week  of  January, 
peaked  in  the  second  week  of  February,  with  over 
3,000  cases  reported  during  that  week,  and  gradually 
declined  during  the  next  six  weeks,  returning  to  the 
baseline  level  in  late  March.  Similar  results  were 
seen  from  viral  isolate  surveillance  done  by  the  Cen- 
ters for  Disease  Control. 

In  contrast  to  previous  years,  national  data  indi- 
cate that  influenza  had  less  impact  on  the  elderly 
population  last  year.  Surveillance  of  deaths  from  in- 
fluenza and  pneumonia  showed  no  significant  in- 
crease during  the  1983-1984  season. 

Approximately  80%  of  the  viral  isolates  were  In- 
fluenza B,  related  to  B/Singapore;  the  remainder 
were  Influenza  A (H1N1).  It  is  notable  that  several 
new  variants  were  identified,  including  B/USSR/100/ 
83.  Similar  information  from  other  parts  of  the  world 
has  prompted  a change  in  the  antigens  which  will 
be  used  in  the  influenza  vaccine  in  the  coming  1984- 
1985  year.  The  new  vaccine  will  contain  the  strains 
A/Philippine/2/82,  A/Chile/1/83,  and  B/USSR/100/ 
83.  For  further  updates  and  graphics  regarding  in- 
fluenza surveillance  and  influenza  vaccine  recom- 
mendations, please  see  the  Oklahoma  Communica- 
ble Disease  Bulletins  No  10  (May  1984)  and  No  17 
(September  1984). 

The  Oklahoma  State  Department  of  Health 
would  like  to  express  its  thanks  to  all  physicians  and 
nurses  who  participated  in  the  surveillance  program. 
We  look  forward  to  another  informative  season  in 
1984-1985,  when  we  hope  to  expand  the  activity  to 
include  a larger  proportion  of  the  state.  □ 


Diseases  of 
Low  Frequency 

Total  to  Date 
This  Year 

ACQUIRED 

IMMUNE 

DEFICIENCY 

SYNDROME 

4 

BRUCELLOSIS 

4 

LEGIONNAIRES 

DISEASE 

14 

MALARIA 

6 

REYES 

SYNDROME 

14 

TOXIC  SHOCK 
SYNDROME 

10 

RABIES 

CADDO 

SKUNK  1 

GRADY 

DOG  1 

GRADY 

SKUNK  1 

McCLAIN 

SKUNK  1 

MAYES 

SKUNK  1 

PAYNE 

DOG  1 

DISEASE 

July 

TOTAL  TO  DATE 

1984 

This  Year 

Last  Year 

5 Yr.  Avg. 

AMEBIASIS 

0 

6 

5 

12 

CAMPYLOBACTER  INFECTIONS 

24 

120 

101 

— 

ENCEPHALITIS,  INFECTIOUS 

4 

14 

21 

17 

GIARDIA  INFECTIONS 

13 

102 

105 

— 

GONORRHEA  (Use  ODH  Form  228) 

1035 

7137 

8996 

11075 

HAEMOPHILUS  INFLUENZAE 
INVASIVE  DISEASE 

12 

116 

85 



HEPATITIS  A 

27 

220 

280 

231 

HEPATITIS  B 

15 

171 

182 

129 

HEPATITIS,  NON-A  NON-B 

5 

28 

28 

— 

HEPATITIS  UNSPECIFIED 

17 

67 

116 

112 

MEASLES (RUBEOLA) 

1 

8 

1 

136 

MENINGITIS,  ASEPTIC 

13 

39 

192 

73 

MENINGITIS,  BACTERIAL 
(non-meningococcal, 
non  H.  Influenzae) 

2 

30 

31 

33 

MENINGOCOCCAL  INFECTIONS 

0 

23 

25 

22 

PERTUSSIS 

4 

206 

131 

34 

RABIES  (Animal) 

6 

72 

83 

135 

ROCKY  MOUNTAIN 
SPOTTED  FEVER 

14 

81 

157 

76 

RUBELLA 

0 

0 

0 

2 

SALMONELLA  INFECTIONS 

51 

219 

279 

181 

SHIGELLA  INFECTIONS 

25 

108 

106 

127 

SYPHILIS  (Use  ODH  Form  228) 

19 

112 

143 

97 

TETANUS 

0 

0 

0 

0 

TUBERCULOSIS 

16 

138 

126 

179 

TULAREMIA 

3 

14 

18 

13 

TYPHOID  FEVER 

0 

2 

3 

0 
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At  the  Rehabilitation  Institute  of  Oklahoma  the  road 
to  renewed  ability  is  often  hard,  but  always  steady  We 
work  toward  goals  that  are  realistic  and  honest,  and 
require  tremendous  effort  of  mind  and  body.  They  are 
achieved  by  a team  composed  of  the  patient,  the  family, 
and  staff  members  from  a variety  of  rehabilitative  disciplines. 
The  most  important  thing  we  restore?  The  dignity  that 
comes  with  regained  independence. 


Rehabilitation  Institute 
of  Oklahoma 


700  Northwest  7th  Street  • Oklahoma  City,  OK  73102  • 405-236-3131 


news 


JOURNAL 


Methaqualone  now  C-1,  should  be  surrendered 


A new  federal  law  has  classified  methaqualone 
C-1,  making  it  illegal  for  physicians  to  possess 
or  distribute  the  drug.  Will  Morris,  regional  di- 
rector for  the  Drug  Enforcement  Agency  (DEA) 
in  Dallas,  reports  the  law  became  effective  Au- 
gust 27,  1984,  and  gives  doctors  60  days  to  sur- 
render their  stock. 

Physicians  wishing  to  dispose  of  their  sup- 
ply of  the  drug  should  contact  a DEA  agent;  an 
inspector  for  the  State  Board  of  Medical 
Examiners,  at  (405)  848-6841;  or  an  agent  of 
the  Bureau  of  Narcotics  and  Dangerous  Drug 
Control,  at  (405)  521-2885.  An  official  of  one  of 

Tulsa  physician  becomes 
newest  Life  Member 

General  practitioner  James  C.  Smith,  Jr,  MD, 
Tulsa,  has  been  awarded  a Life  Membership  in 
the  Oklahoma  State  Medical  Association 
(OSMA).  Smith’s  membership  was  approved  Au- 
gust 12,  1984. 

To  be  eligible  for  a Life  Membership,  a 
physician  must  be  a member  in  good  standing 
and  meet  one  or  more  of  the  following  qualifica- 
tions: (1)  retired  from  the  active  practice  of 
medicine  due  to  ill  health  or  age;  (2)  engaged 
in  the  active  practice  of  medicine  for  50  years 
or  more;  (3)  attained  the  age  of  70  years.  □ 
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these  agencies  will  pick  up  the  supply  of 
methaqualone  and  provide  the  required  DEA 
surrender  form  #41. 

Further  information  and  official  notifica- 
tion forms  may  be  obtained  from  the  DEA  office 
in  Dallas.  □ 

Oral  drug  works  well  for 
first  episode  of  herpes 

Researchers  from  three  United  States  and  two 
Canadian  medical  centers  have  found  that  acyc- 
lovir capsules  are  effective  in  reducing  the  dura- 
tion and  discomfort  associated  with  first 
episodes  of  genital  herpes  simplex  virus  infec- 
tion. 

Reporting  in  the  Journal  of  the  American 
Medical  Association  (JAMA),  Gregory  J.  Mertz, 
MD,  of  the  University  of  Washington  School  of 
Medicine,  Seattle,  and  colleagues  from  there 
and  four  other  institutions  describe  results  of  a 
double  blind  study  using  acyclovir  and  a 
placebo.  Previous  published  reports  have  de- 
scribed effects  of  acyclovir  used  topically 
(applied  to  the  lesions)  and  injected  intraven- 
ously for  treatment  of  genital  herpes  simplex. 

In  this  study  of  150  patients  (119  with  pri- 
mary and  31  with  nonprimary  first-episode  gen- 
ital herpes),  73  patients  received  oral  acyclovir 
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Oral  drug  (continued) 


and  77  patients  received  a placebo.  Among  acyc- 
lovir recipients  with  primary  genital  herpes, 
median  duration  of  viral  shedding,  time  to  crust- 
ing of  lesions,  time  to  healing  of  lesions,  dura- 
tion of  local  pain,  and  duration  of  constitutional 
symptoms  (such  as  headache,  malaise,  muscle 
aches,  light  sensitivity,  and  fever)  were  shorter 
than  among  placebo  recipients. 

Among  patients  with  nonprimary  first- 


EXCELLENT 

OPPORTUNITY 


OBSTETRICIAN-GYNECOLOGISTS  (including 
department  chairman),  FAMILY  PRACTICE  (de- 
partment chairman),  FAMILY  PRACTITIONERS 
(for  ambulatory/urgent  care  program),  RADI- 
OLOGIST, UROLOGIST,  ORTHOPEDIC  SUR- 
GEON, PSYCHIATRIST.  All  applicants  should 
be  residency  trained,  Board  eligible/Board  cer- 
tified physicians.  Join  a growing  28-physician 
group  with  prepaid  and  fee-for-service  practice. 
Excellent  facilities,  well-trained  partners.  Attrac- 
tive salary  and  benefit  structure.  Starting  salary 
based  on  experience.  Relocation  expense  will  be 
reimbursed.  Send  resume  or  contact  Central 
Oklahoma  Medical  Group,  R.  LeRoy  Carpenter, 
MD,  Medical  Director,  3330  NW  56th,  #300, 
Oklahoma  City,  OK  73112;  405-942-6620. 


episode  genital  herpes,  oral  acyclovir  shortened 
the  median  duration  of  viral  shedding  but  had 
no  significant  effect  on  the  duration  of  lesions 
or  symptoms.  The  drug  also  appeared  to  have 
no  influence  on  subsequent  recurrences  in  these 
patients. 

The  researchers  note  that  topical,  intrave- 
nous, and  oral  acyclovir  have  now  been  shown 
to  be  effective  for  treatment  of  primary  first- 
episode  genital  herpes.  “Although  neither  oral 
nor  topical  therapy  influenced  subsequent  re- 
currences,” they  say,  “oral  acyclovir  appears  to 
have  several  advantages  over  topical  acyclovir. 
. . . Unlike  topical  therapy,  oral  acyclovir  was 
effective  in  stopping  new  lesion  formation  and 
also  appeared  to  influence  the  duration  of 
dysuria  (painful  urination)  and  constitutional 
symptoms. 

“In  addition,  oral  acyclovir  therapy  was  not 
associated  with  the  local  pain  and  burning  that 
accompany  application  of  any  topical  medica- 
tion to  painful  genital  areas,”  they  add. 

The  researchers  say  that  direct  comparison 
of  the  efficacy  of  oral  versus  intravenous  acyc- 
lovir for  the  treatment  of  primary  first-episode 
genital  herpes  is  difficult  because  patients  in 
trials  of  intravenous  medication  have  tended  to 
have  more  serious  episodes  than  patients  in 
their  trial  with  the  oral  form  of  the  drug. 

They  conclude  that,  since  the  drug  is  not  a 
“cure”  for  genital  herpes,  patients  “should  be 
counseled  about  the  likelihood  of  subsequent 
recurrences  of  the  disease  and  of  the  increased 
risk  of  transmitting  disease  during  these  re- 
currences.” 

The  study  was  supported  by  the  National 
Institutes  of  Health  and  a grant  from  the  Bur- 
roughs-Wellcome  Company.  □ 


GETTING  AHEAD?  OR  JUST  KEEPING  UP? 

We  can  help  your  practice  run  better! 


> PRACTICE  ANALYSIS 

— Results  Orientation 

' STARTING  PRACTICE 

— Systems  Initiation 

' COMPUTERIZING 

— Appraisal  and  Selection 


• STAFF  TRAINING 

— Management  Directed 

• IN-OFFICE  WORKSHOPS 

— Practical  Focus 


Contact  us:  MEDICAL  DENTAL  MANAGEMENT  ASSOCIATES,  INC. 

P.O.  Box  77027,  Oklahoma  City,  OK  73177,  1-405-752-0087 


MDMA 
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Autopsies  after  AIDS  deaths  reveal  extensive  damage 


One  of  the  first  large  reviews  of  autopsies  of 
acquired  immune  deficiency  syndrome  (AIDS) 
victims  demonstrates  the  massive  systemic 
damage  caused  by  the  disease,  including  unex- 
pected testicular  damage. 

Kevin  Welch,  MD,  and  colleagues  from  the 
University  of  California  School  of  Medicine  in 
San  Francisco  report  on  autopsy  findings  from 
36  patients  in  the  Journal  of  the  American  Med- 
ical Association  (JAMA).  Virtually  every  major 
organ  system  of  the  body  is  affected  by  the  syn- 
drome, they  say. 

“This  study  confirms  the  wide  spectrum  of 
disease  noted  clinically  in  these  patients.  In 
some  cases,  the  autopsy  demonstrated  that  the 
manifestations  of  disease  were  even  more  pro- 
tean than  clinically  suspected,”  they  say.  “The 
severe  lymphoid  depletion  that  marks  the  termi- 
nal stages  of  this  disease  is  likely  to  provide  the 
setting  for  the  overwhelming  infections  usually 
responsible  for  the  patients’  deaths.” 

Affected  organs  included  the  lung,  the  gas- 
trointestinal tract,  and  the  liver.  Also  affected 
were  the  central  nervous,  lymphoid,  endocrine, 
genitourinary,  and  cardiovascular  systems. 
Cancers  affecting  organ  systems  included 
Kaposi’s  sarcoma  and  several  lymphomas.  Op- 
portunistic infections  included  Candida  albi- 
cans, Cryptococcus  neoformans,  Histoplasma 
capsulatum,  cytomegalovirus,  Pneumocytis 
carinii,  and  Mycobacterium  tuberculosis. 

An  unexpected  finding  involved  testicular 
function.  In  each  of  20  case  specimens 
examined,  absent  or  markedly  decreased  sper- 
matogenesis was  noted. 

“The  finding  of  decreased  or  absent  sper- 
matogenesis in  these  patients  is  an  interesting 
abnormality  that  would  not  be  predicted  by  com- 
parison with  other  immunodeficiency  states,” 
the  researchers  say.  The  finding  was  not  explain- 
able on  the  basis  of  anticancer  chemotherapy, 
since  most  of  the  patients  had  only  infectious 
complications  of  AIDS  and  since  sper- 
matogenesis is  not  a recognized  complication  of 
the  antibiotic  therapies  used. 

The  researchers  conclude,  “These  data  pro- 
vide some  support  for  the  hypothesis  that  anti- 
sperm antibodies  may  play  a role  in  the  develop- 
ment of  immune  deficiency.” 

The  majority  of  the  patients  (94%)  were 
homosexual  men.  Death  in  83%  of  the  patients 
was  attributable  to  opportunistic  infections, 
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most  commonly  affecting  the  respiratory  tract 
(64%)  and  membranes  of  the  brain  or  spinal 
cord  (11%).  Nine  percent  of  the  patients  died 
with  widely  metastatic  Kaposi’s  sarcoma  and 
secondary  hemorrhage.  □ 


Radiotherapy  effective 
against  Kaposi’s  sarcoma 

Radiotherapy  should  be  considered  the 
treatment  of  choice  in  selected  cases  of 
Kaposi’s  sarcoma  in  conjunction  with  ac- 
quired immune  deficiency  syndrome 
(AIDS),  say  Jay  S.  Cooper,  MD,  and  col- 
leagues from  NYU  Medical  Center  in  New 
York.  In  the  Journal  of  the  American  Med- 
ical Association  (JAMA),  they  report  on 
15  patients  so  treated.  “All  tumors  ex- 
hibited at  least  partial  regression,  and  the 
majority  responded  completely,”  the  re- 
searchers say.  Chemotherapy  typically  is 
used  for  such  patients,  but  the  researchers 
maintain  radiotherapy  is  preferable.  □ 


ACP  backs  compensation 
for  vaccine-related  injuries 

Individuals  who  participate  in  childhood  im- 
munization programs  and  who  through  no  fault 
suffer  vaccine-related  injuries  should  be  com- 
pensated for  expenses  resulting  from  the  in- 
juries, stated  the  American  College  of  Physi- 
cians (ACP)  in  a recently  released  position 
paper. 

In  recognition  of  the  societal  benefits  of  im- 
munization programs,  the  national  medical 
specialty  society  urges  the  establishment  by  the 
federal  government  of  an  adequately  funded 
and  appropriately  structured  program  to  cover 
the  risks  of  such  programs. 

The  public  benefit  of  mass  immunization 
programs  is  evident  in  the  marked  reduction  in 
cases  of  infectious  diseases  in  recent  years:  The 
rate  of  measles,  for  example,  dropped  from  315.2 
cases/100,000  in  1950,  before  mass  immuniza- 
tion, to  0.6  cases/100,000  in  1983.  Cases  in  the 
United  States  of  tetanus,  diphtheria,  and  polio 
now  are  extremely  rare  (in  1983  only  one  case 
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“We  Serve  the  OSMA  — Everyday!” 

Meet  the  personal  service  specialists  of  C.L.  Frates  and  Company  — a “Team"  of 
OSMA  friends  whose  exclusive  mission  is  to  help  your  association’s  members  develop 
or  perfect  their  insurance  portfolios. 

They  are  Janie  Staats.  Elizabeth  Young,  Robert  McKiddy,  Harold  Wardlow  and  Dewitt 
Vann  — their  charge  is  to  market  the  Oklahoma  State  Medical  Association’s  endorsed 
group  insurance  programs,  such  as  disability  income,  office  overhead  expense  and  other 
essential  coverages,  and  to  service  the  growing  number  of  state  physicians  who  are 
buying  PLICO’s  hallmark  health  insurance  programs. 

Beyond  these  specific  coverages,  the  help  you  can  expect  from  our  people  is  global, 
because  Janie’s  group  is  backed  up  by  the  expertise  of  80  other  C.L.  Frates  profes- 
sionals — and  by  a 54-year-old  agency  system  which  attaches  to  each  sales  contract 
a neighborly  commitment  to  fine  service. 

You'll  like  Janie’s  team.  They  know  their  business  and  go  about  it  with  a polite,  low- 
key  professionalism  befitting  the  clientele  they  serve. 

You  are  just  a phone  call  away  from  an  appointment  with  a friend  of  the  OSMA 
who  will  be  sensitive  to  your  needs  and  respectful  of  your  time. 

C.L.  FRATES  AND  COMPANY 

Insurance  Counselors  to  the  OSMA 
Box  18839  • Oklahoma  City.  OK  73154  • 405/848-7661 
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Compensation  (continued) 

of  tetanus,  five  of  diphtheria,  and  eight  of  polio 
were  documented). 

The  major  problem  with  these  programs, 
according  to  the  ACP,  “is  the  occurrence  of  an 
infrequent  but  statistically  inevitable  number 
of  vaccine-related  injuries  that  will  afflict  a 
small  number  of  recipients,  due  to  no  fault  or 
negligence  of  any  party.” 

If  injury  does  result  from  vaccination,  the 
College  believes  it  appropriate  that  those  who 
benefit  from  immunization  programs  — indi- 
viduals, society,  and  vaccine  manufacturers  — 
should  share  the  costs  of  compensating  these 
victims  for  expenses  incurred  while  acting  for 


Unshelled  hard-boiled  eggs  c 

Hard-boiled  eggs  that  are  cooled  in  water  and 
not  refrigerated  can  be  a source  of  staphylococ- 
cal food  poisoning.  A recent  report  in  the  Jour- 
nal of  the  American  Medical  Association 
(JAMA)  describes  the  contamination  of  hard- 
boiled  eggs  that  caused  food  poisoning  in  an 
estimated  300  of  850  children  who  participated 
in  an  Easter  egg  hunt  last  year. 

G.  Alexander  Merrill,  MD,  MPH,  of  the  Uni- 
versity of  California,  and  colleagues  say  that 
although  outbreaks  of  staphylococcal  food 
poisoning  are  relatively  common,  this  may  be 
the  first  incidence  of  a large-scale  outbreak 
traced  to  unshelled  hard-boiled  eggs.  The  inves- 
tigation began  when  an  emergency  room  physi- 
cian contacted  the  Stanislaus  County  (Califor- 
nia) Health  Department.  The  researchers  later 
interviewed  57  children  who  reported  experienc- 
ing vomiting,  abdominal  pain,  and  diarrhea 
within  12  hours  after  eating  the  eggs. 

Staphylococcus  aureus  bacteria  were  appa- 
rently transmitted  to  the  cooling  water  by  the 
cook,  who  also  stored  the  eggs  at  room  temper- 
ature for  three  to  five  days.  After  the  outbreak, 
the  researchers  conducted  laboratory  experi- 
ments that  showed  how  easily  cooked  eggs  could 
be  contaminated.  “Experimental  studies  dem- 
onstrated that  heated  eggs  can  absorb  2 mL  of 
contaminated  cool  water  through  intact  egg 
shells.  When  water  was  inoculated  with- 
pathogenic  staphylococci  at  even  low  contami- 
nation levels,  rapid  growth  and  enterotoxin  pro- 
duction . . . could  easily  be  duplicated,”  they 
report. 

“Although  unbroken  and  uncooked  eggs  are 


the  good  of  society. 

The  ACP  maintains  that  a federally  ad- 
ministered program  is  preferred  to  a state  ad- 
ministered one,  primarily  because  it  avoids  in- 
equities due  to  differential  state  incomes  and 
to  the  unpredictable  geographic  distribution  of 
vaccine-related  injuries.  Before  such  a program 
is  established,  however,  the  College  notes  that 
three  issues  must  be  clarified:  (1)  the  types  of 
injuries  to  be  compensated;  (2)  an  estimation 
of  funds  required;  and  (3)  the  source  of  funds. 
In  regard  to  funding,  the  ACP  judges  a sur- 
charge on  manufacturers  to  be  the  most  equita- 
ble solution.  □ 


n harbor  staph  bacteria 

remarkably  resistant  to  bacterial  invasion,  the 
heating  process  breaks  down  the  egg’s  natural 
defense  mechanisms  and  creates  an  ideal 
growth  medium  for  bacteria  such  as 
staphylococci,”  the  researchers  say.  They  also 
observe  that  reports  of  contamination  of  whole 
shell  eggs  are  rare  but  that  there  have  been 
frequent  reports  of  staphylococcal  food  poison- 
ing in  a variety  of  egg  products,  such  as  salads, 
custards,  and  deviled  eggs.  □ 


Book  Reviews 


Electrodiagnosis  of  Neuromuscular  Diseases 

(Third  Edition).  By  J.  Goodgold,  MD  and  A. 
Eberstein,  PhD.  Baltimore:  The  Williams  and 
Wilkins  Company,  1983,  Pp  349  with  121  illus- 
trations. Price  $34.00. 

Previous  editions  of  this  book  are  well  known 
to  electromyographers  and  to  clinicians  in- 
terested in  the  utilization  of  electromyography 
and  related  electrophysiological  procedures. 
The  authors  consider  it  an  introduction  to  basic 
concepts  and  a “how  to  do  it”  instruction  man- 
ual. 

There  is  a review  of  the  basic  anatomy  and 
physiology  of  the  lower  motor  neuron  cell  body, 
the  peripheral  nerve,  the  myoneural  junction 
and  muscle,  and  the  ways  in  which  these  can 
be  affected  by  disease.  This  presentation  is  done 
in  a scholarly  manner.  (continued) 
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Book  Reviews  (continued)  — — — - 

Various  electrodiagnostic  procedures 
utilized  in  the  evaluation  of  neuromuscular  dis- 
ease are  discussed.  There  is  a description  of 
traditional  electromyography,  not  only  in  re- 
gard to  instrumentation,  but  in  regard  to  nor- 
mal and  abnormal  findings  of  the  examination. 
The  application  of  electromyography  in  various 
disease  states  is  included.  Motor  and  sensory 
nerve  conduction  velocity  determinations,  in- 
cluding the  utilization  of  the  “H,”  “F,”  and  also 
the  blink  reflexes  are  discussed  in  depth.  There 
is  an  excellent  discussion  of  the  application  of 
repetitive  stimulation  procedures  in  the  diag- 
nosis of  diseases  of  the  motor  end-plate,  includ- 
ing myasthenia  gravis,  the  myasthenic  syn- 
drome, botulism,  and  the  “new”  myasthenic 
syndrome.  It  is  perhaps  unfortunate  that  the 
excellent  discussion  of  the  technique  for  carry- 
ing out  repetitive  nerve  stimulation  is  not  ac- 
companied by  illustrations  which  would  clarify 
the  methodology. 

Older  electrodiagnostic  procedures  such  as 
chronaxie  are  omitted.  Instead,  there  is  a dis- 
cussion of  recent  developments  in  the  area  of 


electrodiagnosis,  including  single-fiber  elec- 
tromyography, macroelectromyography,  and 
somatosensory  evoked  potentials.  The  discus- 
sion of  single-fiber  electromyography  reviews 
the  use  of  this  technique  in  the  evaluation  of 
motor  end-plate  disorders  and  also  mentions 
some  newly  developed  applications  of  this 
technique.  The  chapter  on  somatosensory 
evoked  potentials  is  written  by  two  leading  in- 
vestigators in  this  area.  Clinical  utilization  of 
this  procedure  in  the  evaluation  of  disorders  of 
the  peripheral  nerve  and  the  spinal  cord  are 
discussed  and  normal  values,  as  well  as  findings 
in  various  disease  states  are  given. 

Finally,  there  is  an  appendix  which  con- 
sists of  a glossary  of  terms  used  in  clinical  elec- 
tromyography which  has  been  compiled  by  the 
Nomenclature  Committee  of  the  American  As- 
sociation of  Electromyography  and  Electrodiag- 
nosis. Current  as  well  as  obsolete  terms  are 
listed.  For  example,  use  of  terms  such  as 
myopathic  motor  unit  potential,  myopathic  re- 
cruitment, neuropathic  motor  unit  potential,  and 
neuropathic  recruitment  is  discouraged.  This  is 
useful  since  these  archaic  terms  are  still  seen 
in  some  electromyographic  reports. 


INTERESTED 

IN  FINE  OFFICE  FACILITIES 
IN  A THRIVING  COMMUNITY? 

EDMOND  MEDICAL  PLAZA 

Across  Street  From  Edmond  Memorial  Hospital 


ONE  SUITE  NOW  AVAILABLE 
and 

MORE  BUILDINGS  ARE  BEING  PLANNED 


WRITE:  Edmond  Medical  Plaza  Leasing  Agent 
1601  Northwest  Expressway,  Suite  1010,  Oklahoma  City,  Oklahoma  73118 

OR  CALL:  405-232-0303 

EDMOND  MEDICAL  PLAZA 
120  North  Bryant,  Edmond,  Oklahoma 
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This  text  should  be  a useful  addition  to  the 
library  of  anyone  performing  electromyography 
and  nerve  conduction  studies,  and  to  those  who 
refer  patients  for  such  studies.  The  book  is  an 
excellent  review  of  the  current  state  of  the  art 
of  the  techniques  of  electrodiagnosis.  It  could 
never  serve  as  the  sole  text  for  individuals  who 
are  performing  the  various  procedures,  and 
would  be  a disappointment  to  one  wishing  to 
purchase  a single  book  that  discusses  the 
theory,  clinical  application,  and  specific 
techniques  for  performing  the  procedures. 

Perhaps  the  most  commendable  portion  of 
the  text  is  the  strong  statement  in  the  introduc- 
tion regarding  the  way  in  which  electrodiag- 
nosis of  neuromuscular  diseases  should  be  con- 
ducted. The  author  states,  “The  performance  of 
these  electrophysiologic  studies  does  not  fall 
into  the  category  of  laboratory  tests  carried  out 
by  technicians.  Rather,  they  are  physician 
oriented  and  truly  represent  the  extention  of  the 
history  and  physical  examination  used  in  clin- 
ical assessment  of  disease  of  the  neuromuscular 
system.”  If,  after  completing  the  book,  the 
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reader  fully  understands  the  significance  of  this 
statement,  the  text  has  served  a worthwhile 
purpose. 

John  W.  Nelson,  MD 
Department  of  Neurology 
University  of  Oklahoma  College  of  Medicine 
Oklahoma  City,  Oklahoma 

Gynecologic  Surgery,  Errors,  Safeguards,  Sal- 
vage. By  John  H.  Ridley,  MD.  Baltimore:  The 
Williams  and  Wilkins  Company,  1981.  Pp  384 
with  204  illustrations;  price  not  given. 

This  second  edition  is  a monumental  contribu- 
tion to  knowledge  of  pelvic  surgery.  The  stan- 
dard descriptions  of  how  to  perform  pelvic  sur- 
gical procedures  remain  those  written  by 
Richard  W.  TeLinde,  MD.  This  text  is  a signif- 
icant complement  to  the  text  by  Dr  TeLinde.  In 
addition  to  stressing  the  basic  surgical 
techniques,  the  authors  describe  the  potential 
errors,  how  to  guard  against  making  those  er- 
rors, and  how  to  correct  the  situation  should  an 
undesired  occurrence  arise. 

There  is  an  old  saying  that  goes  something 
like  this:  “There  are  three  kinds  of  surgeons. 
First,  there  are  those  who  are  well  trained  and 
evaluate  their  patients  thoroughly,  and  who 
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SOLOMON  PAPPER,  MD 
1922  - 1984 

Solomon  Papper,  MD,  former  chairman  of  the 
department  of  medicine  at  the  University  of  Ok- 
lahoma Health  Sciences  Center  and  former  cor- 
responding editor  for  the  OSMA  Journal,  died 
Sunday,  August  19,  following  a lengthy  illness. 
A native  of  New  York  City,  Papper  received  his 
medical  degree  from  New  York  University  Med- 
ical School  in  1944.  From  1946  to  1948  he  served 
as  a captain  in  the  US  Army  Medical  Corps. 
Following  appointments  in  New  Mexico, 
Florida,  and  Colorado,  among  others,  he  joined 
the  faculty  of  the  OU  College  of  Medicine  in 
1973.  There  he  served  as  a distinguished  profes- 
sor of  medicine,  and  was  named  a regents’  pro- 
fessor earlier  this  year,  before  his  retirement  in 
June.  He  received  numerous  honors  during  his 
career,  including  the  Best  Teacher  Award  from 
the  University  of  Oklahoma  in  1974  and  the 
University  of  Oklahoma  Regents  Superior 
Teaching  Award  in  1976. 
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Book  Reviews  (continued 

perform  the  necessary  procedures  correctly 
with  the  necessary  skill  and  judgment,  but  who, 
unfortunately,  have  complications  arise.  Sec- 
ond, there  are  those  who  do  not  mention  their 
complications  or  maloccurrences.  Third,  there 
are  those  who  do  not  actually  operate  on  pa- 
tients.” This  text  is  for  the  first  of  these  groups 
of  surgeons. 

The  text  should  be  on  the  required  reading 
list  of  all  gynecological  surgery  training  pro- 
grams. It  should  be  read  by  those  gynecological 
surgeons  who  have  already  completed  their 
training.  Any  surgeon  using  information  in  this 
text  will  enhance  his  care  of  patients. 

The  authors  of  this  text  are  all  superbly 
trained  pelvic  surgeons  with  many  years  of  clin- 
ical experience.  The  complications  they  de- 
scribe are  those  that  all  too  frequently  are  the 
subject  of  litigation.  It  is  fitting  that  the  last 
and  eleventh  chapter  is  on  gynecological  errors 
and  medical  malpractice.  Since  the  specialty  of 
gynecology  and  obstetrics  now  has  one  of  the 
largest  number  of  medical  malpractice  cases, 
the  following  excerpt  from  this  last  chapter  is 
most  appropriate: 

Since  almost  every  surgeon  will  encounter  some 
of  the  statistically  inevitable  “errors”  (in  the  neutral 
sense  of  maloccurence)  during  the  course  of  his  prac- 
tice and  therefore  be  subjected  to  at  least  the  risk  of 
malpractice  claim,  a surgeon  ought  to  be  generally 
aware  of  the  legal  standards  of  malpractice,  the  cur- 
rent state  of  malpractice  theories,  office  procedures 
which  can  be  used  to  minimize  the  likelihood  of  a 
malpractice  claim,  and  the  direction  in  which  medi- 
cal malpractice  claims  are  likely  to  develop  in  the 
future. 

S.  L.  Atkinson,  MD 
Oklahoma  City  Clinic 
701  NE  10th 
Oklahoma  City,  Oklahoma 


Modern  Trends  in  Fertility  and  Conception 
Control.  Edited  by  Edward  E.  Wallach,  MD, 
Roger  D.  Kempers,  MD,  Baltimore:  Williams 
and  Wilkins  Company,  1979,  pp  439,  price  not 
given. 

It  will  be  apparent  to  those  who  are  interested 
in  the  multifaceted  concerns  of  reproductive 
medicine  that  this  volume  is  a selection  of  pre- 
viously published  articles  taken  from  Fertility 
and  Sterility  over  the  past  three  years.  Why 
then  this  book? 
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In  its  present  form,  editors  Edward  Wal- 
lach and  Roger  Kempers  have  compiled  an  in- 
formative survey  of  the  current  diagnostic  and 
therapeutic  issues  in  infertility,  reproductive 
endocrinology,  and  conception  control.  The  54 
authors  have  diverse  backgrounds  and  each  has 
contributed  to  the  high  quality  of  the  36  chap- 
ters. 

The  chapters  are  adeptly  divided  into  five 
sections:  the  surgical  approaches  to  female  fer- 
tility, reproductive  endocrinology,  cervical  fac- 
tors in  infertility  and  artificial  insemination, 
male  infertility  and  contraception,  and  female 
contraception  and  sterilization.  Each  section  in- 
cludes a variety  of  diverse  topics  with  particular 
emphasis  on  diagnostic  and  therapeutic 
techniques.  Each  of  the  36  chapters  has  a com- 
plete bibliography  with  historical  review  and 
current  literature  references. 

The  nongloss  paper,  clarity  of  diagrams  and 
photos,  and  complete  index  foster  easy  readabil- 
ity. 

Who  should  buy  this  book?  It  is  a superb 
resource  that  will  provide  scope,  breadth,  and 
depth  to  the  clinician,  academician,  inves- 
tigator, and  scientist.  For  anyone  wanting  a 
concise,  updated  review  of  issues  in  fertility  and 
sterility  this  is  an  ideal  source  and  I recommend 
it  highly. 

A.  J.  McMaster,  MD 
Department  of  Gynecology  and  Obstetrics 
University  of  Oklahoma  College  of  Medicine 
Oklahoma  City,  Oklahoma 
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INTERNIST-CARDIOLOGIST  SEEKS  good  practice 
opportunity.  Any  location  in  Oklahoma.  Group  or 
association  especially  sought  after.  Respond  to  Box 
R,  OSMA  Journal,  601  Northwest  Expressway,  Ok- 
lahoma City,  OK  73118.  n 

BALLET  OKLAHOMA  presents  another  exciting 
season  of  dance.  Season  tickets  available  at  discount 
rates  for  Oklahoma  State  Medical  Association  mem- 
bers. Call  (405 ) 843-9898  for  further  information.  10 

FAMILY  PHYSICIAN.  Springer  Clinic  is  seeking 
primary  care  physicians  to  staff  satellite  office  and 
urgent  care  department.  Send  curriculum  vitae  to 
Richard  A.  Callis,  Administrator,  Springer  Clinic, 
6160  South  Yale,  Tulsa,  Oklahoma  74136.  10 

WANTED:  One  or  two  physicians  who  desire  an 
equity  position  in  a 4-Physician  building  with  good 
tax  benefits,  ample  parking  and  other  benefits  of 
owning  your  own  office.  Property  convenient  to  all 
Tulsa  hospitals. 

Reply  to:  P.O.  Box  52243,  Tulsa,  OK  74152.  10 
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EMERGENCY  MEDICINE  — OKLAHOMA  AND 
TEXAS:  Directorships  and  staff  positions,  as  well  as 
part-time  opportunities,  available  immediately  in 
Texas  and  Oklahoma.  Competitive  income  and  pro- 
fessional liability  insurance  provided  in  addition  to 
reimbursement  of  ACLS  and  ATLS  training,  CME 
tuition  and  ACEP  membership  dues.  For  details  re- 
spond in  confidence  to  Betsy  Beggs,  Spectrum 
Emergency  Care,  Inc.,  11494  Luna  Road,  Suite  205, 
Dallas,  TX  75234;  1-800-527-3956  (toll-free). 

EOE  M/F 
12 


ATTENTION:  U.S.  MEDICAL  SCHOOL 

GRADUATES  — Psychiatric  Residency  Program, 
Central  State  Hospital,  provides  broad  psychiatric 
experience  in  approved  program.  The  program  offers 
didactic  courses  and  seminars  in  dynamically 
oriented  psychiatry  — residential  treatment  of  chil- 
dren, community  mental  health,  adolescent  psychi- 
atry, neurology,  chemical  dependency,  geropsy- 
chiatry,  etc.  Salary  $30,974  per  year  plus  excellent 
fringe  benefits.  Information,  write:  Director,  Ernest 
Shadid,  MD,  Box  151,  Norman,  Oklahoma  73070. 

91011 


MEDICAL  OFFICE  SPACE  AVAILABLE  IN 
ARDMORE,  OKLAHOMA  beginning  December, 
1984.  Established  clinic  which  currently  has  three 
physicians.  Office,  full  lab,  and  x-ray  available. 
Across  street  from  Memorial  Hospital  of  Southern 
Oklahoma.  Send  C.  V.  and  three  references  to:  Med- 
ical Center  Clinic,  Scott  M.  Malowney,  MD,  1025 
15th  NW,  Ardmore,  Oklahoma  73401.  91011 


TREADMILL:  Complete  set-up  for  doing  treadmill 
exams  for  Social  Security  or  anyone  else.  Use  your 
own  EKG.  Price  includes:  American  Optical  defibril- 
lator monitor,  remote  control  pacer  treadmill,  crash 
cart  and  drugs,  Ambu  bag,  blood  pressure  on  a stand. 
Priced  at  $7,000.00.  Also,  Critikon  845  automatic 
blood  pressure  monitor;  price:  $1,800.00.  Contact: 
John  R.  Adair,  MD,  1001  15th  NW,  Ardmore,  OK 
73401.  Telephone:  (405)  223-5571.  89io 


WANTED  — GYNECOLOGIST,  board  certified  or 
board  qualified  and/or  2 obstetrician-gynecologists 
board  certified  or  board  qualified  to  join  established 
practice  in  midwestern  city.  Excellent  opportunity 
and  facilities.  360  bed  hospital.  Please  send  resume 
to  PO  Box  2397,  Muskogee,  OK  74402.  tf 


FOR  LEASE.  Attractive  office  space  for  health  pro- 
fessionals. Up  to  1440  square  feet.  Adjacent  to  Mercy 
Health  Center,  OKC.  Call  752-1620.  Philip  Miner, 

MD.  8910 


DOCTOR,  YOU  CANT  BEAT  THE  QUALITY  or 
the  price!  Holter  Monitor  Scanning  Service.  Physi- 
cian owned,  trained,  and  supervised.  Cassette  and 
reel-to-reel  reports.  No  contracts  to  sign.  We  can  ar- 
range for  lease/purchase  of  Holter  equipment.  Why 
are  you  paying  more  and  getting  less?  UP  mailing 
for  faster  turnaround  time.  DCG  Interpretation 
(313)  879-8860.  tf 


W Solve  a simple  mathematical 

problem.  Assume  that  X in  the  above 
equation  equals  the  total  number  of  staff  members 
in  your  professional  practice  or  corporation. 
Subtract  from  that  number  all  but  one  staff  member 
— yourself. 

What  do  you  get?  Freedom.  Freedom  from  the 
expense  and  bother  of  personnel-related 
administrative  chores. 

Freedom  to  design  a benefits  and  retirement 
package  which  best  fits  y our  own  needs,  without  the 
financial  and  administrative  burden  of  supplying 
like  coverage  for  every  member  of  your  staff. 
Freedom  to  offer  your  staff  "large  corporation" 
benefits,  even  if  your  professional  practice  or 
company  is  modest  in  size. 

The  equation  can  work  for  you,  through  the  services 
of  Staff  Leasing,  Inc.  The  concept  is  simple.  Our 
company  hires  your  employees  and  leases  them 
back  to  you.  Your  office  routine  remains  unchanged, 
except  that  Staff  Leasing,  Inc.  handles  all  facets  of 
personnel  administration.  We  assume  responsibility 
for  payroll  and  related  accounting,  make  all 
employer  contributions  to  taxes  and  insurance  on 
behalf  of  employees,  and  manage  the  withholding 
and  deposit  of  all  employee  payroll  deductions. 

Because  a large  number  of  men  and  women  are 
employed  by  Staff  Leasing,  Inc.,  our  company  can 
provide  a package  of  employee  benefits  second  to 
none.  Your  staff  will  enjoy  group  medical  insurance, 
including  maternity  benefits;  group  dental 
insurance;  group  life  insurance;  a sound  retirement 
plan;  professional  liability  insurance;  worker's 
compensation  insurance;  and  more. 

Our  staff  leasing  arrangement  is  also  a recognized 
solution  to  the  affiliated  service  group  problem 
presented  by  federal  statutes.  Staff  Leasing,  Inc. 
meets  the  requirements  of  the  "safe  harbor" 
provision  of  Internal  Revenue  Code  Section 
414(n)(5). 


Staff  Leasing,  Inc.  is  not  an  employment  agency. 
We  simply  make  it  easier  for  you  to  operate  your 
professional  practice  or  corporation  with  existing 
staff.  Or  we  staff  your  office  with  new  employees, 
subject  to  your  approval. 

Freedom.  It's  writing  one  check  a month  and  letting 
Staff  Leasing,  Inc.,  do  the  rest. 


Let  us  work  out  a staff  leasing  plan  for  you . It  adds 
up  to  a better  way  of  doing  business. 


The  Employee  Leasing  Company 


IN  OKLAHOMA  CALL 
(405)  943-3310 
PG51  OFFICE  BOX  12373 
OKLAHOMA  CITY,  OKLAHOMA  73157 
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WORLD  WIDE  INTERNATIONAL  TOURS 

8005  South  1-35,  Suite  206  • Oklahoma  City,  OK  73149 

(405)  632-0315  or  1-800-421-4974 
Telex  353639  WW  Travel 


Dear  Doctor: 

It  is  our  pleasure  to  introduce  to  you  a property  represented 
exclusively  by  World  Wide  International  Tours,  Europe's  first 
five-star  AABA  Health  Hotel.  This  resort  is  nestled  among  the 
mountains  in  the  picturesque  valley  of  Klosters,  Switzerland. 

The  main  objective  of  the  AABA  is  to  provide  for  their 
discriminating  guests  a unique  environment  dedicated  to  improved 
physical  and  mental  health  with  nutritionally  sound  restaurants 
and  various  balneological  therapies.  As  a physician,  you  will 
want  to  see  for  yourself  the  premier  health  hotel  of  its  kind  in 
Europe.  International  investment  opportunity  seminars  discussing 
invaluable  tax  advantages  are  also  offered. 

As  an  additional  service  World  Wide  International  Tours  can 
arrange  for  you  the  purchase  of  a new  European  car  at 
substantial  savings. 

Our  representative  will  be  happy  to  provide  you  with  all  the 
information  necessary  to  arrange  your  tax-deductible*  trip.  We 
are  looking  forward  to  assisting  you  in  this  most  unique 
opportunity.  Call  us  today  at  Wbrld  Wide  International  Tours,  1- 
800-421-4974  or  in  Oklahoma,  405-632-0315. 


STAY  HEALTHY  TOE  AABA  WAY! 


♦Foreign  Educational  Programs  are  tax  deductible.  The  IRS  allows 
an  income  tax  deduction  for  expenses  undertaken  to  maintain  or 
improve  professional  skills.  The  costs  of  registration,  travel, 
meals  and  lodging  are  deductible  under  Treasury  Regulation 
No. 1162-5.  We  believe  this  tour  qualifies  for  full  deduction. 
Check  with  your  tax  advisor  for  full  clarification. 
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Motrin  reduces 
inflammation,  pain 

rice 


New  low  price...major  savings 

The  dramatic  reduction  in  the  price  of  Motrin  Tablets  means  substantial  savings 
from  now  on  for  your  patients  and  for  patients  all  across  the  country  for  whom  Motrin 

Tablets  are  prescribed. 

Motrin  is  priced  lower  than  Clinoril,  Feldene,  or  Naprosyn. 

The  price  of  Motrin  Tablets  to  pharmacies  has  been  reduced  as  much  as  35%. 
Patients  taking  the  average  dosage  should  now  pay  less  for  therapy  with  Motrin  Tablets 
than  for  almost  any  other  nonsteroidal  anti-inflammatory  drug  you 
prescribe. . . less,  for  example,  than  for  Clinoril,  Feldene,  or  Naprosyn.  And,  of  course, 
all  strengths  of  Motrin  Tablets  continue  to  be  available  by  prescription  only. 

Please  turn  the  page  for  a brief  summary  of  prescribing  information. 
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Good  medicine...good  value 


© 1984  The  Upiohn  Company 


The  Upjohn  Company 


Upjohn 


Kalamazoo,  Michigan  49001 


Motrin'  Tablets (ibuprofen) 

Contraindications:  Anaphylactoid  reactions  have  occurred  in  individuals  hypersensitive  to 
Motrin  Tablets  or  with  the  syndrome  of  nasal  polyps,  angioedema  and  bronchospastic  reactivity 
to  aspirin  iodides,  or  other  nonsteroidal  anti-inflammatory  agents 
Warnings:  Peptic  ulceration  and  Gl  bleeding,  sometimes  severe,  have  been  reported  Ulceration, 
perforation  and  bleeding  may  end  fatally.  An  association  has  not  been  established  Use  Motrin 
Tablets  under  close  supervision  in  patients  with  a history  of  upper  gastrointestinal  tract  disease, 
after  consulting  ADVERSE  REACTIONS  In  patients  with  active  peptic  ulcer  and  active 
rheumatoid  arthritis,  try  nonulcerogemc  drugs,  such  as  gold  If  Motrin  Tablets  are  used,  observe 
the  patient  closely  for  signs  of  ulcer  perforation  or  Gl  bleeding 
Chronic  studies  in  rats  and  monkeys  have  shown  mild  renal  toxicity  with  papillary  edema  and 
necrosis.  Renal  papillary  necrosis  has  rarely  been  shown  in  humans  treated  with  Motrin  Tablets 
Precautions:  Blurred  and/or  diminished  vision,  scotomata,  and  or  changes  in  color  vision  have 
been  reported.  If  these  develop,  discontinue  Motrin  Tablets  and  the  patient  should  have  an 
ophthalmologic  examination  including  central  visual  fields  and  color  vision  testing 
Fluid  retention  and  edema  have  been  associated  with  Motrin  Tablets;  use  with  caution  in  patients 
with  a history  of  cardiac  decompensation  or  hypertension  In  patients  with  renal  impairment, 
reduced  dosage  may  be  necessary  Prospective  studies  of  Motrin  Tablets  safety  in  patients  with 
chronic  renal  failure  have  not  been  done 

Motrin  Tablets  can  inhibit  platelet  aggregation  and  prolong  bleeding  time  Use  with  caution  in 
persons  with  intrinsic  coagulation  defects  and  on  anticoagulant  therapy 
Patients  should  report  signs  or  symptoms  of  gastrointestinal  ulceration  or  bleeding,  skin  rash, 
weight  gam  or  edema 

Patients  on  prolonged  corticosteroid  therapy  should  have  therapy  tapered  slowly  when  Motrin 
Tablets  are  added 

The  antipyretic,  anti-inflammatory  activity  of  Motrin  Tablets  may  mask  inflammation  and  fever 
As  with  other  nonsteroidal  anti-inflammatory  drugs,  borderline  elevations  of  liver  tests  may 
occur  in  up  to  15%  of  patients  These  abnormalities  may  progress,  may  remain  essentially 
unchanged,  or  may  be  transient  with  continued  therapy  Meaningful  elevations  of  SGPT  or  SGOT 
(AST)  occurred  in  controlled  clinical  trials  in  less  than  1%  of  patients  Severe  hepatic  reactions, 
including  |aundice  and  cases  of  fatal  hepatitis,  have  been  reported  with  ibuprofen  as  with  other 
nonsteroidal  anti-inflammatory  drugs  If  liver  disease  develops  or  if  systemic  manifestations 
occur  (e  g.  eosinophilia  rash.  etc  ).  Motrin  should  be  discontinued. 

Drug  interactions.  Aspirin:  used  concomitantly  may  decrease  Motrin  blood  levels 

Coumarin  bleeding  has  been  reported  in  patients  taking  Motrin  and  coumarin 

Pregnancy  and  nursing  mothers:  Motrin  should  not  be  taken  during  pregnancy  or  by  nursing 

mothers. 

Adverse  Reactions:  The  most  frequent  type  of  adverse  reaction  occurring  with  Motrin  is 
gastrointestinal  of  which  one  or  more  occurred  in  4%  to  16%  of  the  patients 
Incidence  Greater  than  P/o  (but  less  than  3%)— Probable  Causal  Relationship 
Gastrointestinal:  Nausea*  epigastric  pain*  heartburn*  diarrhea,  abdominal  distress,  nausea 
and  vomiting,  indigestion,  constipation,  abdominal  cramps  or  pain,  fullness  of  Gl  tract  (bloating 
and  flatulencei  Central  Nervous  System:  Dizziness*  headache,  nervousness  Dermatologic: 
Rash*  (including  maculopapular  type)  pruritus  Special  Senses:  Tinnitus:  Metabolic/Endocrine: 
Decreased  appetite  Cardiovascular:  Edema,  fluid  retention  (generally  responds  promptly  to 
drug  discontinuation:  see  PRECAUTIONS) 

Incidence  less  than  PM— Probable  Causal  Relationship** 

Gastrointestinal:  Gastric  or  duodenal  ulcer  with  bleeding  and  or  perforation,  gastrointestinal 
hemorrhage  melena.  gastritis,  hepatitis,  laundice,  abnormal  liver  function  tests  Central 
Nervous  System:  Depression,  insomnia,  confusion,  emotional  lability,  somnolence,  aseptic 
meningitis  with  fever  and  coma  Dermatologic:  Vesiculobullous  eruptions,  urticaria,  erythema 
multiforme,  Stevens-Johnson  syndrome,  alopecia  Special  Senses:  Hearing  loss,  amblyopia 
(blurred  and  or  diminished  vision,  scotomata,  and/or  changes  in  color  vision)  (see  PRECAU- 
TIONS) Hematologic:  Neutropenia,  agranulocytosis,  aplastic  anemia,  hemolytic  anemia  (some- 
times Coombs  positive),  thrombocytopenia  with  or  without  purpura,  eosinophilia.  decreases  in 
hemoglobin  and  hematocrit  Cardiovascular:  Congestive  heart  failure  in  patients  with  marginal 
cardiac  function,  elevated  blood  pressure,  palpitations.  Allergic:  Syndrome  of  abdominal  pain, 
fever,  chills,  nausea  and  vomiting  anaphylaxis  bronchospasm  (see  CONTRAINDICATIONS). 
Renal:  Acute  renal  failure  in  patients  with  pre-existing  significantly  impaired  renal  function, 
decreased  creatinine  clearance,  polyuria,  azotemia,  cystitis,  hematuria.  Miscellaneous:  Dry  eyes 
and  mouth,  gingival  ulcer,  rhinitis 
Incidence  less  than  P/o— Causal  Relationship  Unknown ** 

Gastrointestinal:  Pancreatitis  Central  Nervous  System:  Paresthesias  hallucinations,  dream 
abnormalities,  pseudotumor  cerebri  Dermatologic:  Toxic  epidermal  necrolysis,  photoallergic 
skin  reactions  Special  Senses:  Coniunctivitis,  diplopia,  optic  neuritis  Hematologic:  Bleeding 
episodes  (eg,  epistaxis.  menorrhagia);  Metabolic/Endocrine:  Gynecomastia,  hypoglycemic 
reaction  Cardiovascular:  Arrhythmias  (sinus  tachycardia,  sinus  bradycardia)  Allergic:  Serum 
sickness,  lupus  erythematosus  syndrome.  Henoch-Schonlein  vasculitis  Renal:  Renal  papillary 
necrosis 

•Reactions  occurring  in  3%  to  9%  of  patients  treated  with  Motrin . (Those  reactions  occurring  in 
less  than  3%  of  the  patients  are  unmarked ) 

••Reactions  are  classified  under  Probable  Causal  Relationship  (PCR)  if  there  has  been  one 
positive  rechallenge  or  if  three  or  more  cases  occur  which  might  be  causally  related  Reactions 
are  classified  under  Causal  Relationship  Unknown  if  seven  or  more  events  have  been  reported 
but  the  criteria  for  PCR  have  not  been  met 

Overdosage:  In  cases  of  acute  overdosage,  the  stomach  should  be  emptied  The  drug  is  acidic 
and  excreted  in  the  urine  so  alkaline  diuresis  may  be  beneficial. 

Dosage  and  Administration:  Rheumatoid  arthritis  and  osteoarthritis  Suggested  dosage  is  300. 
400.  or  600  mg  1 1 d or  q i d Do  not  exceed  2400  mg  per  day  Mild  to  moderate  pain  400  mg 
every  4 to  6 hours  as  necessary 

Caution:  Federal  law  prohibits  dispensing  without  prescription  med  b 7-S 
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Upjohn 


The  Upjohn  Company 
Kalamazoo.  Michigan  49001 


J-4791 


August  1984 


^IlllllllllllllllllllllllllllllllllllinillllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllU: 


THE 


, jm  mils 


Now  Serving  You  at  a l 
Brand-New  Location!  1 


I “Where  You  Can  Take  Quality  For  Granted,  Because  We  Don’t!”  1 

i • Select  from  Decorator  Fabrics  or 


Leather  in  450  Styles,  190  Colors 
| • Desks,  Bookcases,  Accessories 
§ • Professional  Decor  Consultation 


N.  May  Ave.  & Britton  Road 
(405)  843-9484 


I “DISTINCTIVE”  'mlln*  “EXPENSIVE”  I 


min 


1985  CME  Cruise/Conferences 
Legal-Medical  Issues 


Accredited  for  20-24  CME  CAT.  1 Credits  by  The  Suffolk  Academy  of  Medicine 
Approved  for  20-24  AAFP  Prescribed  Credits 


The  programs  listed  below  were  scheduled  prior  to  12/31/80  and  conform  to  IRS  tax  deductibility 
requirements  under  Sec.  602  of  the  Tax  Reform  Act-P.L.  94-445,  effective  1/1/77,  with  the  excep- 
tion of  the  Hawaiian  Conferences,  which  conform  to  the  requirements  of  P.L.  97-424. 


24  CME  CREDITS 

□ *Jan.  9-19  (from  Ft.  Lauderdale,  FL) 

10  day  Caribbean  - TSS  FAIRWIND 

□ *Mar.  30-Apr.  10  (from  Los  Angeles,  CA) 

11  day  Mexican  Riviera  - TSS  FAIRSKY 

□ *July  8-20  (from  San  Francisco,  CA) 

12  day  Alaska/Canada  - TSS  FAIRSKY 


*FLY  ROUND  TRIP  FREE 


24  CME  CREDITS 

□ *July  24-Aug.  3 (from  Ft.  Lauderdale,  FL) 

10  day  Caribbean  - TSS  FAIRWIND 

□ August  9-23  (from  Genoa,  Italy) 

14  day  Mediterranean  - MS  COLUMBUS 

20  CME  CREDITS 

□ Monthly  7 day  cruise/seminars  from  Honolulu, 
HI  on  a variety  of  medical  topics. 

SS  CONSTITUTION,  SS  INDEPENDENCE 

EXCELLENT  GROUP  FARES 


Please  send  Color  Brochures  and  additional  information  on  the  conferences  checked  above. 

PLEASE  PRINT 


NAME 

ADDRESS 

CITY STATE ZIP 

Sponsored  by  International  Conferences  (516)  549-0869  189  Lodge  Avenue,  Huntington  Station,  NY  1 1746 
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OKLAHOMA 

CARDIOVASCULAR 

AND 

THORACIC  SURGERY 
ASSOCIATES 


800  Physicians  Professional  Bldg. 
3400  N.W.  Expressway 
Oklahoma  City,  Oklahoma  73112 
(405)  946-5641 


1044  Southwest  44th 
Suite  #520 

Oklahoma  City,  Oklahoma  73109 
(405)  631-8665 


1 (800)  522-6525 


Allen  E.  Greer,  MD,  Inc 
John  M.  Carey,  MD,  Inc 
Nazih  Zuhdi,  MD,  Inc 
William  D.  Hawley,  MD,  Inc 


James  M.  Hartsuck,  MD,  Inc 
R.  Darryl  Fisher,  MD,  Inc 
Marvin  D.  Peyton,  MD,  Inc 


Diplomates  American  Board  of  Surgery 
Diplomates  American  Board  of  Thoracic  Surgery 
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Oklahoma  State  Medical  Association 


.We  help 
bring  people 


Willow  View's  adult  program  is 
designed  to  help  people  whose 
emotional  or  mental  problems  are 
temporarily  interfering  with  their 
ability  to  cope  with  the  world. 

These  people  need  intensive, 
individualized  treatment  by 
professional,  sympathetic  people, 
within  a highly  structured  environment  — 
exactly  what  Willow  View  provides.  It  has 
proven  highly  successful.  The  average  stay 
for  patients  in  our  adult  program  is  only 
21  days.  (Treatment  may,  of  course 
continue  on  an  outpatient  basis  after 
release  from  the  hospital.) 

Willow  View  is  the  only  private,  non- 
profit hospital  in  Oklahoma  dedicated 
solely  to  the  treatment  of  psychiatric 
illnesses  of  all  types,  among  all  ages.  The 


back 
to 

life 


key  word  is  “treatment”.  Willow 
View  is  not  an  institution  for  custodial 
care,  and  accepts  only  individuals  who 
are  treatable.  Located  on  15  acres  at 
2601  North  Spencer  Road,  it  is  a 
modern,  fully  staffed  facility  with  180 
full  and  part-time  employees. 

If  you  have  a patient  who  might 
benefit  from  the  rich  mixture  of  care  and 
discipline  at  Willow  View,  and  would  like  to 
know  more  call  us.  We  ll  discuss  our 
programs  and  methods  with  you,  arrange 
— if  you  wish  — a time  for  you  to  visit 
the  facility  and  meet  our  staff.  We  also 
have  an  information  packet  describing  our 
facility,  programs,  and  philosophy,  which 
we  would  be  happy  to  send  to  you  and  to 
anvone  vou  recommend. 


Willow  View:  We  help  bring  people  back  to  life. 

Willow  View  Hospital 
2601  N.  Spencer  Rd. 

Oklahoma  City,  OK  73136 

Call,  14051  427-2441 


WILLOW  VIEW  MEDICAL  STAFF:  Nolen  L.  Armstrong,  M.D.;  Wolfgang  K.  Huber,  M.D.;  Harald  S.  Kruger,  M D.;  Siavash  Nael.  M D ; Harold  G.  Sleeper,  M D ; 
CHIEF  OF  STAFF:  Nolen  L.  Armstrong.  M.D.;  ADMINISTRATOR:  Charles  B.  Linton. 

Journal  / October  1984  / Volume  77 


XV 


A group  of  laboratories 
affiliated  to  better  serve 
the  medical  profession 

TO 

/L._Jl /Med  Arts  Lab  ™ 

SOUTHERN  OKLAHOMA 
PATHOLOGY  ASSOCIATES,  INC. 
Ada,  Oklahoma 

FAIR  VIEW  PATHOLOGY 
CONSULTANTS,  INC. 
Ponca  City,  Oklahoma 

SOUTHEASTERN  MEDICAL 
LABORATORIES,  INC. 
McAlester,  Oklahoma 

MEDICAL  ARTS 
LABORATORY 
Oklahoma  City,  Oklahoma 

PATHOLOGY  ASSOCIATES 
OF  LAWTON 
Lawton,  Oklahoma 

MIDWEST  CITY 
PATHOLOGY,  INC. 
Midwest  City,  Oklahoma 

AMERICAN  BIO-SCIENCE 
Van  Nuys,  California 

PATHOLOGY,  INC. 
Stillwater,  Oklahoma 

MEDICAL  ARTS  LABORATORY  • BIO-SCIENCE  SERVICE  CENTERS 

FOR  INFORMATION,  CALL 
800/942-3514  or 
405/239-7111 

(jmmgaa 


750  Northeast  13th  Street 
Near  the  Oklahoma  Health  Center 
(2  Blocks  East  of  Lincoln  Blvd.) 
Oklahoma  City,  Oklahoma 


George  S.  Bozalis,  MDt 
Vernon  D.  Cushing,  MDt* 
George  L.  Winn,  MDt 
Robert  S.  Ellis,  MDt* 
Lyle  W.  Burroughs,  MDt° 


| Consultant 

t Diplomate  American  Board  of  Allergy  and  Immunology 
* Diplomate  American  Board  of  Internal  Medicine 
° Diplomate  American  Board  of  Pediatrics 

Post  Office  Box  26827 
Oklahoma  City,  Oklahoma  73126 
Telephone  (405)  271-3232 
Dwight  Mitchell,  Jr.,  Administrator 

By  appointment  8 a m to  5 p.m.  (Wednesday  and  Saturday  8 a m.  to  12  noon) 


Specializing  in  the  diagnosis 
and  treatment  of  allergic  diseases 
in  adults  and  children. 


Charles  D.  Haunschild,  MD+° 
James  H.  Wells,  MDt* 
John  R.  Bozalis,  MDt* 
James  D.  Lakin,  Ph.D.,  MDt* 
John  S.  Irons,  MD+° 
Warren  V.  Filley,  M.D.t* 
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Oklahoma  State  Medical  Association 


ORTHOPEDIC  ASSOCIATES,  INC. 


3301  N.W.  50th 

Oklahoma  City,  Oklahoma  73112 
(405)  947-091 1 


David  R.  Brown,  MD  David  A.  Flesher,  MD 

Ralph  E.  Payne,  Jr.,  MD  Nathan  E.  Bradley,  MD 

J.  Charles  Monnet,  MD  Thomas  H.  Flesher  III,  MD 


Diplomates  of  American  Board  of  Orthopaedic  Surgery 


Sports  Medicine  Surgery  of  the  Spine 

Arthroscopic  Surgery  Total  Joint  Replacement 


THE  ARTHRITIS  CLINIC 


Arthritis,  Rheumatism  and  Related  Diseases 


Lloyd  G.  McArthur,  PhD,  MD 


Winfred  L.  Medcalf,  MD 
Robert  C.  Troop,  PhD,  MD 


207  C Street  NW  Ardmore,  Ok.  73401 

Phone  (405)  223-5180 
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PEDIATRICS 

GEORGE  R.  KRIETMEYER,  MD,  Inc. 
HUGH  C.  GRAHAM,  JR.,  MD 
JOEL  K.  GIST,  MD 


INDUSTRIAL  MEDICINE 

WILLIAM  G.  MAYS,  MD,  Inc. 
RALPH  L.  NICHOLSON,  MD,  Inc. 


RADIOLOGY 

WILLIAM  K.  HICKS,  MD 


INTERNAL  MEDICINE  & 
EXECUTIVE  PHYSICALS 

ROBERT  T.  CRONK,  MD,  INC. 

WILLIAM  F.  EWING,  MD,  INC. 

BOYD  O.  WHITLOCK,  MD 

RICHARD  H.  REID,  MD 

R.  A.  SEARCY,  MD 

PHILIP  W.  PERRYMAN,  JR.,  MD 


WAYNE  KELLY,  MD 
JAMES  L.  BACON,  MD 
GLEN  L.  BERKENBILE,  MD 


GENERAL  SURGERY 

ROBERT  G.  PERRYMAN,  MD,  Inc. 
FRANKLIN  S.  NELSON,  MD 


ADMINISTRATION 

JOSEPH  W.  RHINE 

GARY  D.  GIBSON 


1923  East  21st  Street  Box  52218*TULSA,  OKLAHOMA  74152*  PHONE  (918)  742-3341 


THE  McALESTER  CLINIC,  INC. 


Van  Buren  at  Strong 
McAlester,  Oklahoma  74501 
(918)  426-0240 


INTERNAL  MEDICINE 

STEVEN  D.  ATWOOD,  MD 
CHARLES  K.  HOLLAND,  MD 
R.  KERN  JACKSON,  MD 
KENNETH  P.  MILLER,  MD 
LEROY  M.  MILTON,  MD 


FAMILY  MEDICINE 

JOHN  B.  COTTON,  MD 
WILLIAM  E.  GUPTON,  MD 
STEPHEN  D.  SWANK,  MD 

OBSTETRICS-GYNECOLOGY 


PEDIATRICS 

DELTA  W.  BRIDGES,  JR.,  MD 
THURMAN  SHULLER,  MD 
PAUL  S.  THOMAS,  MD 


ROBERT  G.  CATES,  MD 
DAVID  L.  DOYLE,  MD 
DWAIN  DOYLE,  MD 
W.  RILEY  MURPHY,  JR.,  MD 

SURGERY 


OTOLARYNGOLOGY 

DONALD  E.  CRAWLEY,  MD 
SAMUEL  E.  DAKIL,  MD 

RADIOLOGY 

BRUCE  H BROWN,  MD 


WILLIAM  G.  BLANCHARD,  MD 
GEORGE  M.  BROWN,  JR.,  MD 
DAVID  T.  MacMILLAN,  MD 

ADMINISTRATION 

PAUL  B.  BISHOP 
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Oklahoma  State  Medical  Association 


Shawnee  Medical  Center  Clinic,  Inc. 

2801  N.  SARATOGA  / P.O.  BOX  849  / SHAWNEE,  OKLAHOMA  74801  / Phone  405-273-5801 


ALLERGY 

A M Bell.  MD* 

ANESTHESIOLOGY  CONSULTANTS 

Ellis  Brown,  MD* 

Michael  Daughety,  MD 


DERMATOLOGY 

Bert  C Frichot,  III.  MD* 


FAMILY  PRACTICE 

K T Mosley.  Jr.,  MD 


GENERAL  SURGERY 

Frank  H Howard.  MD* 
Jerold  D Kethley,  MD 
S.  B.  VanLandingham,  MD 


INDUSTRIAL  MEDICINE 

A.  M Bell.  MD 
Jake  Jones,  Jr.,  MD 


INTERNAL  MEDICINE 

Merle  L Davis,  MD 
Larry  D Fetzer.  MD 
Eldon  V Gibson.  MD’ 
John  R,  Hayes,  MD 
D A Mace.  MD 
J.  B.  Jarrell,  MD' 


NEONATOLOGY 

R K Mohan,  MD 


OBSTETRICS,  GYNECOLOGY 

Richard  E Jones.  MD" 

Stephen  E.  Trotter,  MD 


ORTHOPEDIC  SURGERY 

T A Balan,  MD.  FAAOS* 

R M Kamath,  MD,  MS  (Ortho) 
S.  M.  Waingankar,  MD 


OTORHINOLARYNGOLOGY 

S Rishi,  MD 


PATHOLOGY  CONSULTANT 

David  L.  McBride.  MD“ 


PEDIATRICS 

A M Bell.  MD 
Jake  Jones.  Jr  , MD 
R K Mohan.  MD 


RADIOLOGY  CONSULTANTS 

William  Phillips.  MD 
Robert  G Wilson,  MD 
Cranfill  K Wisdom.  MD 


UROLOGY 

N M Kotecha.  MD 


ADMINISTRATOR 

W J.  Birney 

Board  Certified 


THE  CHICKASHA  CLINIC 

AND 


CHICKASHA  CLINIC  AT  TIMBER  CREEK 


FAMILY  PRACTICE 

J W McDoniel.  MD 
J O Wood,  Jr.,  MD 
J Ed  Brown.  MD 


INTERNAL  MEDICINE 

W.  S.  Harrison.  MD 
D L.  Stehr.  MD 
R.  S.  Davis.  MD 
Don  R Hess.  MD 
Vernon  A Vlx,  MD 
Randall  L.  Jenkins.  MD 

CARDIOLOGY 

J T Bledsoe,  MD 

GASTROENTEROLOGY 

C K.  Su,  MD 


GENERAL  AND 
VASCULAR  SURGERY 

Linda  M Johnson,  MD 
Wayne  L Manson.  MD 

THORACIC  AND 
VASCULAR  SURGERY 

Paul  B Loh.  MD 

OPHTHALMOLOGY 

John  R Gearhart,  MD 

UROLOGY 


ANESTHESIOLOGY 

T Gowlikar,  MD 
Gideon  Lau,  MD 
M M Vaidya,  MD 

PHYSICAL  MEDICINE 
AND  REHABILITATION 

Kumad  Vaidya.  MD 

RADIOLOGY  (Consulting) 

Medical  Radiology,  Inc 

CLINICAL  PSYCHOLOGY 

James  M Ross.  PhD 


DERMATOLOGY 

David  H Deck,  MD 

PEDIATRICS 

R E Herndon.  MD 
E R Orr,  MD 
J E Freed,  MD 
M P Escobar.  MD 
D F Haslam.  PhD,  MD 
OBSTETRICS  AND  GYNECOLOGY 
Nancy  W Dever,  MD 
Alan  J.  Weedn,  MD 

Michael  Beason.  MD  ^ Accredited 


K T.  Varma.  MD 

ORTHOPEDIC  SURGERY 

W T Morris,  MD 
Keith  W Riggins,  MD 

GENERAL  SURGERY  AND 
INDUSTRIAL  MEDICINE 

C R Gibson,  MD 


Accreditation  Association  for  Ambulatory 


SPEECH  PATHOLOGY 

Colette  Ellis,  MEd.  CCC 

PHYSICIANS  ASSISTANTS 

W M Ohl,  PA 
H L Watkins,  PA 
Myra  Campbell.  PA 

ADMINISTRATION 

James  W Loy 
Beniamin  Kready 

Care.  Inc 


MAIN  CLINIC  CHICKASHA  CLINIC  AT  TIMBER  CREEK 

2222  IOWA,  CHICKASHA,  OK  224-4853  ROUTE  3,  BOX  124M,  TUTTLE,  OK  73089 
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MEDICAL  ARTS  CLINIC  OF  ARDMORE,  INC. 

921  Fourteenth  Avenue  Northwest 
Ardmore,  Oklahoma  73401 


General  Surgery 
THORNTON  KELL,  MD,  FACS 
*TOM  SPARKS,  MD,  FACS 
* WILFRED  S.  GAUTHIER,  MD,  FACS 


Radiology  (Consultants) 
*MICHAEL  W.  BROWN,  MD 
*JAMES  A.  CHAPMAN,  MD 


Internal  Medicine 

J.  HOBSON  VEAZEY,  MD 

^CLIFFORD  LORENTZEN,  MD,  FACP 

*DAVID  D.  ROSE,  MD 

*JOE  R.  HAMILL.  MD 

*KEVIN  H.  REED,  MD 

*MY  Q.  TRAN,  MD 

Gastroenterology 
tMY  Q.  TRAN,  MD 


Pathology  (Consultant) 
*CARL  A.  SCHWEERS,  MD 


Administrator 

ROGER  H.  HUGHES 


Phone:  A/C  405-223-5311 


* Specialty  Board  Diplomate 
t Specialty  Board  Eligible 


Orthopedic  & Arthritis  Center 

McBRIDE  CLINIC,  Inc. 

1111  North  Dewey  Oklahoma  City,  Oklahoma  232-0341 

DEPARTMENT  OF  ORTHOPEDICS 
’Marvin  K.  Margo,  MD,  FACS 
Names  P.  Bell,  MD,  FACS 
’Stephen  Tkach,  MD,  FACS 
’Joseph  F.  Messenbaugh  111,  MD,  FACS 
’J.  Patrick  Evans,  MD,  FACS 
’Edwin  E.  Rice,  MD,  FACS 
’Warren  G.  Low,  MD 
’Thomas  C.  Howard,  III,  MD 
David  H.  Holden,  MD 

DEPARTMENT  OF  OCCUPATIONAL  and 
INDUSTRIAL  MEDICINE 
Robert  R.  Dugan,  MD 
Jack  W.  Parrish,  MD 


DEPARTMENT  OF  ARTHRITIS 
John  A.  Blaschke,  MD 
Mary  L.  Duffy  Honick,  MD 
’Richard  J.  Hess,  MD,  FACP 
* Jon  W.  Blaschke,  MD 
*R.  Eugene  Arthur,  MD 


’Specialty  Board  Diplomate 


MANAGEMENT  SERVICES 
James  A.  Hyde,  Administrator 


XX 


Oklahoma  State  Medical  Association 


UROLOGICAL  and 
GENITOURINARY  SURGERY 

CHARLES  L.  REYNOLDS,  JR.,  MD,  FACS,  FICS 
DIPLOMATE  of  the  AMERICAN  BOARD 
of  UROLOGY 

DISEASES  of  the  KIDNEY, 

BLADDER  and  PROSTATE 
GENITOURINARY  SURGERY 
FEMALE  URINARY  TRACT  DISEASE 
PEDIATRIC  UROLOGY 
MICROSURGERY  for  INFERTILITY 
PROSTHETIC  SURGERY  for  IMPOTENCY 
RENAL  PHYSIOLOGY  LABORATORY 
URODYNAMICS  LABORATORY 

3131  NORTHWEST  EXPRESSWAY 
SUITE  201 

OKLAHOMA  CITY,  OKLAHOMA  73112 

TOLL  FREE  (800)  522-8668 

OFFICE  (405)  843-5761  RESIDENCE  (405)  842-6420 
IF  NO  ANSWER  (405)  523-1999 


OKLAHOMA 


CLINIC 


Oklahoma  Spine/Pain  Clinic 


Multi-disciplinary  approach 
to  evaluation  and  treatment 
of  acute  or  chronic  musculoskeletal  pain. 


William  N.  Harsha,  MD 
Diplomate  American  Board  Orthopaedic  Surgery 

Doctors  Medical  Building 
Oklahoma  City,  Oklahoma  73112 
5700  N.W  Grand  Blvd. 

(405)  943-9561 


OKLAHOMA  HANDr=^\\||-i 
SURGERY  CENTER,  INcThjg  ) 

Carlos  A.  Garcia-Moral,  MD,  FACS 
405/232-3210 

711  Stanton  L.  Young  Boulevard,  Suite  510  Oklahoma  City,  Ok  73104 


When  pulmonary  impairment  is  suspected 

OKLAHOMA  LUNG  FUNCTION  LABORATORY,  INC. 

R.J.  Dougherty,  MD 

□ Clinical  spirometry  □ Diffusing  capacity 

□ Lung  volumes  □ Diagnostic  skin  testing 

□ Arterial  blood  gas  analysis 

235-3338  1111  N.  Lee,  Pasteur  Building  228  235-1701 
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OKLAHOMA  PLASTIC  & RECONSTRUCTIVE  SURGEONS,  INC. 

W.  Edward  Dalton,  MD.  FACS  Paul  Silverstein.  MD.  FACS  J.  Michael  Kelly,  MD,  FACS 

Plastic,  Reconstructive  & Cosmetic  Surgery;  Surgery  of  the  Hand  & Congenital  Deformities; 
Oncologic  Surgery  of  the  Head  and  Neck,  Burn  Surgery 

3301  Northwest  63rd  Street,  Oklahoma  City,  Okla.  73116 
(405)  946-0731 

Board  Certified  in  Plastic  Surgery 
Board  Certified  in  General  Surgery 


PRACTICE  OPPORTUNITIES  IN  OKLAHOMA 

Numerous  rural  communities  in  Oklahoma  seeking  physicians  of  all  specialties. 

For  more  information,  contact: 

Patti  Jacobs,  Physician  Placement  Officer 
College  of  Medicine 
O.U.  Health  Sciences  Center 
PO.  Box  26901 

Oklahoma  City,  Oklahoma  73190 
(405)  271-2049 

No  charge  for  services. 


Professional  INSTALLMENT  LOANS 

$1 5,000 
*90,000 

Decision  in  24  to  48  Hours! 
Same-Day  Answer  to  Applications 
Received  By  Express  Mail 

• Deal  Directly  With  Lender 

• Deferred  Payment  Plans 

• No  Prepayment-Penalty 

• No  Restriction  on  Use  of  Funds  For: 
Investments,  Payment  of  Taxes,  Debt  Consolidation, 

Tax  Shelters,  Pension  Plan  Contributions 

Ask  for  Thomas  Todd 

CALL  TOLL  FREE: 

800-423-5025 

Serving  The  Medical  Profession  Since  1966 

WOODSI DE  CAPITAL  CORP. 

National  Headquarters 
Woodside  Capital  Building 

21424  Ventura  Boulevard,  Woodland  Hills,  California  91364 
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OB-GYN  — PEDIATRICIAN 
TEAM 

New  Hospital  Opening  in 
Fall  of  1984 
in  Fulton,  Missouri 

This  represents  an  outstanding  medical  prac- 
tice opportunity.  County  of  30,000  primary  ser- 
vice area  with  fine  small  community  of  1 2,000  + 
hosting  two  nationally  known  colleges  and  a 
growing  industrial  base.  We  are  close  to  the 
Lake  of  the  Ozarks  as  well  as  multiple  other 
recreational  opportunities  and  facilities.  The 
Hospital  has  a fine  tradition  of  strong  family- 
practice  physicians  and  has  recently  recruited 
an  orthopedic  surgeon  to  build  its  surgical  team 
to  two.  There  are  over  400  births  in  this  County 
this  year,  and  the  pediatric  population  is  grow- 
ing steadily.  Residents  want  the  best  in  special- 
ist medical  care.  For  further  information  regard- 
ing guarantees  or  other  considerations  contact 
Sharon  R.  Heinlen,  Administrator,  Callaway 
Community  Hospital,  Hospital  Drive,  Fulton, 

MO  65251,  314-642-3376. 

* 4 

Oklahoma  State  Medical  Association 


AEROSPACE  MEDICINE 

CARDIOVASCULAR 

CLYDE  A LYNN.  BA.  MPH.  MD 
Board  Certified.  Aerospace  Medicine 
Fellow.  American  College  ot  Preventive  Medicine 
Flight  Surgeon,  US  Army  and  Navy 
Commercial  Pilot  and  Flight  Instructor.  Instrument  and  Multi-engine 
Referrals  for  Medical  Certification  of  Pilots  Accepted 
1317  Brookhaven  Blvd  by  Appointment  (405) 

Norman.  OK  73069  „ . . . _ 329-2625 

Senior  Aviation  Medical  Examiner 

FAA  NO  07448-1 

CARDIOVASCULAR  CLINIC 

Wm  Best  Thompson.  MD  Ronald  H.  White.  MD  W.  H.  Oehlert,  MD 

Galen  P Robbins,  MD  William  J.  Fors.  MD  Charles  F.  Bethea.  MD 

William  S,  Myers.  MD  Fred  g Lybrand,  MD 

Lawrence  M Higgs.  MD  Mel  Clark.  MD 

CARDIOVASCULAR  DISEASES 
Cardiac  catheterization,  aodography  and  coronary  arteriography 
Coronary  and  Peripheral  angioplasty,  telephone  electrocardiography 
and  echocardiography 

Nuclear  cardiology  and  Treadmill  effort  tolerance 
CARDIOVASCULAR  BUILDING 

3300  Northwest  56th  Oklahoma  City.  Okla  73112  Telephone  947-3341 

ALLERGY 

Nodhwest  Medical  Center  Suite  602 

NORTHWEST  ALLERGY  CLINIC  INC 

John  L.  Davis,  MD 
3330  N W 56th 

Oklahoma  City,  Oklahoma  73112 
405  843-6619 

CARDIOVASCULAR  ASSOCIATES 
Adult  Cardiovascular  Diseases 

Cardiac  Catheterization.  Aortography  and  Selective  Coronary  Arteriography 
Coronary  and  Peripheral  Angioplasty 
Telephone  Electrocardiography  (24  hr.  service).  Treadmill 
Effort  Tolerance,  Hypertensive  Evaluation 
*J.J.  Donnell.  MD  947-2556  G.L.  Honick.  MD  943-8428 

J.  L.  Bressie.  MD  946-0568  A.F.  Elliott.  MD  943-8421 
A S.  Dahr.  MD  947-2321  Gary  Worcester,  MD  943-4134 

Jan  Voda,  MD  947-1297 

‘Certified  by  the  Amencan  Board  of  Cardiovascular  Disease 
Doctors  Medical  Building 

8th  Floor  5700  N.W.  Grand  Blvd.  Oklahoma  City,  Oklahoma  73112 

OKLAHOMA  ALLERGY  CLINIC.  INC 

Specializing  in  the  Diagnosis  and  Treatment  of  Allergic  Disease 

George  S.  Bozalis.  MDt  Charles  D Haunschild.  MDf 

Vernon  D Cushinq.  MDV  James  H.  Wells.  MDT 

George  L.  Winn,  MD*  John  R Bozalis,  MDt“ 

Robert  S.  Ellis.  MDT  James  D.  Lakin.  PhD.  MD** 

Lyle  W Burroughs.  MD  John  S.  Irons.  MD* 

Warren  V.  Filley,  MDT* 

iConsultant 

* Diplomate  American  Board  of  Allergy  and  Immunology 
"Diplomale  American  Board  of  Internal  Medicine 
Diplomate  American  Board  of  Pediatrics 

Office  Address  Mail  Address 

750  Nodheast  13th  Street  Post  Office  Box  26827 

Telephone  405  271-3232  Oklahoma  City.  OK  73126 

DERMATOLOGY 

RONALD  W GILCHRIST.  JR.,  MD 

Oklahoma  City  Diseases  and  Malignancies  of  the  Skin  632-5565 

OK  73109  x‘Ray  and  CCte  Laser  TheraPV  3500  South  Western 

SKIN  & SKIN  CANCER  CENTER.  INC. 

C Jack  Young.  MD 

Radium  Therapy  Hemangiomas  X-Ray  Therapy 
CLINIC  BUILDING  3434  N.W  56th 

OKLAHOMA  CITY,  OKLAHOMA  946-5678 

JAMES  A.  MURRAY,  MD.  INC. 

Diagnosis  and  Treatment  of  Allergic  Diseases 
Adults  and  Children 

JAMES  A MURRAY.  MD 
Fellow  American  Academy  of  Allergy 
Fellow  Amencan  College  of  Allergists 
Diplomate  American  Board  of  Allergy  and  Immunology 

Suite  101  6465  South  Yale  Avenue 

Warren  Professional  Building  918  492-0484 

Tulsa.  Oklahoma  74177 

ENDOCRINOLOGY  - METABOLISM  - DIABETES 

JOHN  WHITFIELD  DRAKE.  MD 

Diplomate  American  Board  of  Internal  Medicine  in  Endocrinology 
Langston  Medical  Clinic.  Inc. .'  842-8655 
3200  W Wilshire  Blvd.  Oklahoma  City.  Oklahoma  73116 

GASTROENTEROLOGY 

CARDIOLOGY 

S.  A.  KHAN,  MD.  MRCP,  (UK) 

Diplomate  American  Board  of  Internal  Medicine 
in  Gastroenterology 
THERAPEUTIC  Gl  ENDOSCOPY 
Sclerosis  of  Esophageal  Varices,  Colonic  Polypectomy 
ERCP,  Gastric  Outlet  Dilatation,  YAG  - Laser 

Pasteur  Medical  Building,  #21 1 . Okla  City.  Oklahoma  235-9275 

2801  Parklawn,  #401,  Midwest  City,  Oklahoma  732-6223 

STANLEY  R McCAMPBELL.  MD 
Cardiology  and  Electrocardiography 

1211  North  Shartel  236-1295 

Oklahoma  City,  Oklahoma 

Professional  Card  listings  are  available  to  Members. 
They  are  sold  in  vertical  increments  of 
one-half  inch,  at  the  rate  of  S50.00  per  year. 

NEPHROLOGY 

T.  V.  VENKATARAMAN.  MD 
Diplomate  - American  Board  of  Internal  Medicine 
and  Nephrology 

1111  N.  Lee,  Suite  553  316  S.  Midwest  Blvd 

Oklahoma  City.  OK  73103  Midwest  City.  OK  73110 

(405)  235-8229  (405)  733-9987 

If  no  answer  (405)  272-7155 
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NEUROPSYCHIATRY 


PEDIATRIC  SURGERY 


HAROLD  G SLEEPER.  MD  FAPA 
Diplomate  American  Board  ol  Psychiatry 
and  Neurology  in  Psychiatry 
Practice  Limited  to 

Psychiatry  — Electroencephalography 

424-5293  2603  Spencer  Road  WVH  427-2441 

Spencer.  Oklahoma  73084 


OPHTHALMOLOGY 


John  W Huneke,  MD.  FACS.  Inc 
Diseases  and  Surgery  ot  the  Eye 
Certifieo  oy  the  Amencan  Board  of  Ophthalmology 

Phone  332- 1880  1414  Arlington  Suite  2300  Ada.  Oklahoma  74820 


JAMES  B MILLS.  MD  232-4222 

Surgery  and  Diseases  of  the  Eye 

JAY  C JOHNSTON.  MD  232-5543 

Lacrimal  Surgery  Dacryocystorhinostomy.  Jones  Tubes 

Certified  by  the  American  Board  of  Ophthalmology 
425  NW  1 ith  Street  Oklahoma  City  73103 

JAMES  L DUNAGIN  JR  MD 
Diseases  and  Surgery  of  the  Eye 
Diplomate  Amencan  Board  of  Ophthalmology 
6th  and  Washington  McAlester.  Oklahoma  74501 


E Ide  Smith,  MD'  Wm  P Tunell.  MD'  Dennis  J.  Hoelzer,  MD 
940  N.E  13th  Street 

Oklahoma  City  Oklahoma  73126  405  271-5922 

'American  Board  of  Surgery  — 

Special  Comoetence  in  Pediafnc  Surgery 

PSYCHIATRY 


JOHN  C.  CHELF,  MD 

Diplomate  of  American  Board  of  Psychiatry  and  Neurology  in  Psychiatry 

Suite  208  Medical  Plaza  Building  620  South  Madison  Enid.  OK  73701 

233-7356 

LARRY  PRATER.  MD 
Practice  Limited  to  Psychiatry 

Suite  318  Classen  Professional  Bldg.  232-5453/272-7155 

!110  N Classen  Boulevard  Oklahoma^City,  Oklahoma  73106 

PSYCHIATRY  272-0734 
Robert  J Outlaw.  MD.  FAPA 
R Mural!  Knshna.  MD.  MAPA 

Diplomates  of  American  Board  of  Psychiatry  and  Neurology  in  Psychiatry 
John  C Andrus,  MD,  MAPA 

Thurman  E Coburn,  PhD.  Licensed  Clinical  Psychologist 
Philip  J Murphy.  PhD.  Licensed  Clinical  Psychologist 
Suite  308  David  Schwartz.  ACSW,  Clinical  Psychiatric  Social  Worker 
Physicians  & Surgeons  Building  1211  North  Shartel  Oklahoma  City  73103 


PULMONARY  DISEASE 


V JERRY  SHEPHERD  MD 
Diseases  and  Surgery  of  the  Eye 
Certified  by  the  American  Board  of  Ophthalmology 

3400  NW  56th  St  Suite  G-2  Ph0ne  946:3327  Oklahoma  City  731 12 


ORTHOPEDICS 


DUNCAN  REGIONAL  ORTHOPAEDIC  ASSOCIATES.  INC 

THOMAS  J EISER.  MD 
ROBERT  M SIMPSON.  MD 

ORTHOPAEDIC  SURGERY  & SURGERY  OF  THE  HAND 

DIPLOMATES  AMERICAN  BOARD  OF  ORTHOPAEDIC  SURGERY 
FELLOWS.  AMERICAN  ACADEMY  OF  ORTHOPAEDIC  SURGEONS 

2815  W.  Elk 

OFFICE  (405)  252-3400  DUNCAN.  OKLAHOMA  73533 


ORTHOPEDIC  SURGERY  AFFILIATES  INC 
1044  S W 44th 

Oklahoma  City.  Oklahoma  73109 
405-631-7444 

Dale  R Butler  MD  FACS  G David  Casper.  MD 

J A Rosacker  MD 


JOHN  RAYMOND  STACY  MD.  FACS 
Diplomate  Amencan  Board  of  Orthopedic  Surgery 
Orthopedic  and  Fracture  Surgeon 

415  NW  12th  St  Oklahoma  City  Oklahoma  235-6315 


STEPHEN  N ADLER.  MD 
Diplomate 

American  Board  of  Internal  Medicine 
American  Board  of  Internal  Medicine  - Pulmonary  Disease 


Pulmonary  Medicine 

Pulmonary  Function  and  Methacholme  Testing 
Pulmonary  Artery  (Swan-Ganz)  Catheterization 


Fiberoptic  Bronchoscopy 
Lung  Needle  Biopsy 
Critical  Care  Medicine 


Mercy  Doctors  Tower 
Oklahoma  City.  OK  73120 


4200  Memorial  Road 
(405)  755-4290 


RAYMOND  J DOUGHERTY  MD 


Diplomate  American  Board  of  Pulmonary  Disease 
Practice  Limited  to  Pulmonary  Disease 

204  Pasteur  Building  235-1701 

Oklahoma  City  Oklahoma  73103 


NORMAN  K IMES.  MD 
DENNIS  M PARKER.  MD 


OTOLARYNGOLOGY 
HEAD  AND  NECK  SURGERY 


Oklahoma  Otolaryngology  Associates 
RAYMOND  O SMITH  JR  MD  FACS 


Diplomates  American  Board  of  Internal  Medicine 
American  Board  of  Internal  Medicine  - Pulmonary  Disease 
Consultants  in  Diseases  of  the  Chest 
Fiberoptic  Bronchoscopy 
Pulmonary  Function  Evaluation 
Intensive  Care  Medicine 


Head  and  Neck  Surgery 
Facial  Plastic  and  Reconstructive  Surgery 
4200  West  Memorial  Road.  Suite  606 
Oklahoma  City.  Oklahoma  73120 
Phone  405  755-1930 


3330  N W 56  Street 


Oklahoma  City.  Oklahoma  73112 


405  949-9400 


Professional  Card  listings  are  available  to  Members. 
They  are  sold  in  vertical  increments  of 
one-half  inch,  at  the  rate  of  $50.00  per  year. 
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RADIOLOGY 

WILLIAM  J FORREST,  MD 
Plastic  and  Reconstructive  Surgery 
Surgery  of  the  Hand 

3400  N W Expressway  947-8760 

Oklahoma  City 

RADIOLOGY  ASSOCIATES.  INC 

JAMES  T BOGGS.  MD  MICHAEL  A SARTIN.  MD 

ROBERT  SUKMAN.  MD.  FACR  RALF  E TAUPMANN.  MD 

WILLIAM  R ALBRACHT.  MD  GARY  G ROBERTS,  MD 

ROGER  B COLLINS,  MD  JOHN  R OWEN.  MD 

GEORGE  BEN  CARTER,  MD  HAROLD  D DAVIDSON,  MD 

RICHARD  B PRICE.  MD.  FACR.  DABNM  JAY  A HAROLDS.  MD.  DABNM 

Diplomates  American  Board  of  Radiology 
X-Ray-Diagnosis  including  Ultra  Sonography.  Xeromammography. 
Radiation  Therapy  — Nuclear  Medicine  — CAT  Scanning 
Digital  Subtraction 

204  Medical  Tower  Bldg  848-7741  Baptist  Medical  Center  949-3202 

400  Physicians  Prof  Bldg  943-9646  Bethany  General  Hospital  787-3450 

700  Doctors  Medical  Bldg  946-9923  Deaconess  General  Hospital  946-558’ 

HERBERT  M KRAVITZ,  MD.  FACS 

Diplomate  American  Board  of  Plastic  Surgery 
Reconstructive,  Cosmetic  and  Hand  Surgery 

Office  946-2694  2620  Northwest  Expressway 

Oklahoma  City.  Oklahoma 

UROLOGY 

GENE  T BAUMGARNER,  MD,  FACS 
Diplomate  of  the  American  Board  ot  Urology 
Mercy  Doctors  Tower 
4200  West  Memorial  Road 

Oklahoma  City.  Oklahoma  73120  405  755-3723 

RADIOLOGIC  SPECIALTIES.  LTD 
4045  Northwest  64th  Street.  Suite  125 
Oklahoma  City.  Oklahoma  73116 

Practice  Limited  To  Whole  Body  CT  Scanning 
V C Tisdal  III  MD  (405)  848-0075  Rebecca  Goen  Tisdal,  MD 

D.plomates  American  Board  c?  Radiology 

A de  QUEVEDO.  MD.  Inc. 

Diplomate  ot  the  American  Board  of  Urology 

Suite  606 

1211  N Sharlel  Oklahoma  City,  Oklahoma  73103  232-1333 

PHILIP  D.  DIGGDON.  MD,  FACS 
Diplomate  of  the  American  Board  of  Urology 
312  Warren  Prof.  Bldg,  6465  S.  Yale,  Tulsa.  OK 
Office:  (918)  492-6322  Home  (918)  492-1143 

Same  day  service 

SURGERY 

ROBERT  B HOWARD,  MD,  FACS 
Certified  American  Board  of  Surgery 
Practice  Limited  to  General  Surgery  and  Diseases  of  the  Thyroid  Gland 
544  Pasteur  Medical  Bldg  Phone  235-2341  Oklahoma  City 

CLARK  HYDE,  MD 

2801  Parklawn  Dr..  #300  „ . . 1110  N.  Classen,  #205 

Midwest  City,  OK  73110  Pedia,nc  and  Adult  Urology  Oklahoma  City.  OK  73106 
(405)  737-5667  (405)  232-0273 

MICHAEL  E REIF.  MD 
Diplomate  American  Board  of  Surgery 
Fellow  American  College  of  Surgery 
General  and  Peripheral  Vascular  Surgery 
708  Mercy  Doctors  Tower  By  appointment  755-1750 

4200  West  Memorial  Road  Oklahoma  City.  OK  73120  After  hours  232-8861 

BARNEY  J LIMES.  MD 
Practice  Limited  to  Urology 

Physicians  and  Surgeons  Bldg 
1211  N.  Shartel 
Oklahoma  City 
Phone  235-0315 

SURGERY.  COLON  AND  RECTAL 

ROBERT  J.  CAPEHART.  MD 

2325  South  Harvard  Suite  306 

Tulsa,  Oklahoma  74114 

(918)  744-5817 

Practice  Umited  To  Colon  & Rectal  Surgery  and  Colonoscopy 

JOSEPH  D PARKHURST.  MD 
Diplomate  Amencan  Board  of  Urology 

7908  N W.  23rd  Street  Suite  7 

Bethany.  OK  73008  495-6134 

CHARLES  L REYNOLDS.  JR  , MD.  FACS,  FlCS 
DIPLOMATE  of  the  AMERICAN  BOARD  of  UROLOGY 
DISEASES  of  the  KIDNEY.  BLADDER,  and  PROSTATE 

3131  NORTHWEST  EXPRESSWAY 
OKLAHOMA  CITY,  OKLAHOMA  73112 

OFFICE  405  843-5761 

RESIDENCE  405  842-6420  IF  NO  ANSWER  405  523-1999 

SURGERY,  RECONSTRUCTIVE  AND  PLASTIC 

PARAMJIT  S BAJAJ,  MD.  FACS 
FRCS  (England),  FRCS  (Edinburgh) 

Certified  American  Board  of  Plastic  Surgery 
Plastic  and  Reconstructive  Surgery 
Maxillofacial  and  Cosmetic  Surgery 
Surgery  of  the  Hand 

1110  N Classen  Blvd.  235-6671 

Suite  304  Oklahoma  City.  Okla  73106 

1110  Classen  Blvd.  JAMES  R WENDELKEN.  MD  2801  Parklawn 

Oklahoma  City,  OK  Pediatric  and  Adult  Urology  Midwest  City,  OK 

73106  73110 

Telephone  (405)  232-0273 

PHILLIP  H WINSLOW.  MD  FACS 
Diplomate  American  Board  of  Urology 

Hours  by  Appointment  Medical  Plaza 

(405)  765-4620  1 23  Patton  Drive 

Answering  Service  (405)  765-5826  Ponca  City,  OK  74601 

LEONARD  H BROWN.  MD 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 
Plastic  and  Reconstructive  Surgery 
Cosmetic  Surgery 

6913  S Canton  Tulsa,  Oklahoma  74136  492-3964 

Professional  Card  listings  are  available  to  Members. 
They  are  sold  in  vertical  increments  of 
one-half  inch,  at  the  rate  of  $50.00  per  year. 
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page  and  date  of  publication.  These  references  should  be 
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cle. 
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drawings  will  be  returned  after  publication  if  requested.  The 
Journal  will  pay  for  necessary  black  and  white  illustrations 
within  reasonable  limitations.  The  quality  of  drawings, 
sketches,  etc,  must  be  in  keeping  with  the  quality  of  the 
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The  role  of  Auxiliary  is  rapidly  changing  and 
for  this  reason  two  new  projects  have  been  im- 
plemented by  the  OSMA  Auxiliary. 

1 . Project  MED  VOTE  is  the  American  Med- 
ical Association’s  program  to  identify  unregis- 
tered members,  spouses,  family  members,  and 
employees.  Register  them  to  vote  and  encourage 
their  active  participation  in  the  1984  general 
election.  A recent  survey  in  two  heavily  urban 
counties  showed  that  over  40%  of  the  AMA 
members  were  not  registered  and  could  not 
vote. 

The  stakes  are  high  in  the  1984  election. 
Including  the  race  to  select  the  President,  Ok- 
lahomans will  be  selecting  6 US  House  of  Rep- 
resentatives seats,  1 US  Senate  seat,  approxi- 
mately 124  State  House  and  Senate  seats,  and 
numerous  local  officials.  With  the  stakes  so 
high,  it  is  expected  that  voter  participation  will 
be  less  than  55%  of  the  country’s  total  eligible 
voters.  Simply  put,  the  leaders  of  our  federal, 
state,  and  local  offices  could  be,  and  in  many 
cases  will  be,  selected  by  the  minority  and  not 
the  majority.  We  strongly  urge  all  auxilians  to 
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make  sure  their  voter  registrations  are  current, 
and  then  encourage  their  spouses,  family  mem- 
bers, and  physicians’  employees  to  register  and 
VOTE! 

2.  Image.  As  many  of  us  are  keenly  aware, 
the  image  of  the  physician  as  well  as  Auxiliary 
has  declined.  The  state  auxiliary  is  trying  to 
improve  our  image  by  making  OSMA  Auxiliary 
more  visible.  Thus,  we  are  developing  several 
public  service  announcements  (PSAs)  for  radio 
and  television  that  will  be  distributed  to  con- 
stituent auxiliaries  across  the  state  for  airing 
on  local  stations.  The  first  PSA  focuses  on  child- 
hood immunizations.  Others  forthcoming  will 
focus  on  seatbelt  safety,  organ  donation,  and 
breast  self-examination.  Many  other  topics  can 
certainly  be  covered,  and  we  welcome  any  sug- 
gestions. We  hope  each  county  auxiliary  will 
utilize  these  PSAs  in  its  community  by  adding 
the  auxiliary’s  name  as  a co-sponsor  of  these 
announcements. 

Pam  Oster 
OSMAA  President 


xxvii 


JOURNAL 


the  last  word 


■ Jimsonweed  abuse  is  a potentially  seri- 
ous form  of  substance  abuse  in  adolescents  and 
young  adults,  say  two  researchers  from  Mary- 
land Poison  Center  in  Baltimore.  Writing  in 
the  American  Journal  of  Diseases  of  Children, 
Wendy  Klein-Schwartz,  PharmD,  and  Gary  M. 
Oderda,  PharmD,  MPH,  report  on  73  cases  of 
jimsonweed  exposure  reported  to  the  center 
over  a five-year  period.  “Although  11  callers 
remained  at  home,  59  required  medical  care  in 
an  emergency  department  or  were  admitted  to 
the  hospital,”  they  say.  Almost  half  needed 
treatment  for  severe  hallucinations.  Jimson- 
weed contains  belladonna  alkaloids,  atrophine, 
and  scopolamine. 

■ A new  test  for  gonorrhea,  with  results 
available  in  three  hours  instead  of  two  days  or 
more,  is  both  sensitive  and  specific,  according 
to  Efstratios  Demetriou,  MD,  of  the  University 
of  Oklahoma  Health  Sciences  Center,  and  col- 
leagues writing  in  the  Journal  of  the  American 
Medical  Association  (JAMA).  The  study  in- 
cluded 839  patients  tested  by  an  enzyme 
immunoassay  that  was  90%  sensitive  and  98% 
specific.  Predictive  values  for  a positive  and  a 
negative  test  result  were  88.5%  and  98.3%  re- 
spectively, the  researchers  say.  They  call  it  a 
highly  acceptable  substitute  for  the  standard 
culture  test. 

■ The  Great  American  Smokeout,  sponsored 
annually  by  the  American  Cancer  Society,  is 
November  15  this  year.  Physicians  and  their 
patients  who  smoke  are  urged  to  stop  smoking 
that  day  and  show  themselves  that  quitting  is 
possible. 

■ A patient  with  acute  myeloblastic  leu- 
kemia and  extensive  herpes  simplex  virus  infec- 
tion was  treated  successfully  with  human  leuko- 
cyte interferon  and  minimal  doses  of  cytarabine 
hydrochloride  (anticancer  compound).  “Com- 
plete and  rapid  healing  of  skin  lesions  with  re- 
mission of  the  leukemia  occurred  during  15  days 
of  therapy,”  say  Yoseph  Shalev,  MD,  and  col- 
leagues of  Israel’s  Kaplan  Hospital,  in  the  Ar- 
chives of  Dermatology. 
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■ A 24-page  booklet,  “What  Your  Patients 
Should  Know  . . . About  DRGs  and  the  Prospec- 
tive Payment  System,”  is  available  from  the 
American  Medical  Association  (AMA).  The 
booklet  is  designed  to  assist  physicians  in 
answering  patient  inquiries.  It  also  may  be  read 
and  understood  easily  by  the  patients  them- 
selves. It  describes  how  and  why  Congress  de- 
veloped prospective  pricing  and  provides  an 
overview  of  how  the  system  is  intended  to  work 
in  hospitals.  Copies  are  available  for  $1  each 
for  up  to  99  copies,  75(2  each  for  100  to  500  copies, 
and  60(2  each  in  larger  quantities.  Write  to  AMA 
Order  Department,  OP-336,  PO  Box  10946, 
Chicago,  Illinois  60610. 


■ Body  fluid  loss  during  exercise  causes 
greater  heat  storage  within  the  body  and  re- 
duces athletic  endurance,  according  to  Michael 
N.  Sawka,  PhD,  and  colleagues  from  the  US 
Army  Research  Institute  of  Environmental 
Medicine  in  Natick,  Mass.  Writing  in  the  Jour- 
nal of  the  American  Medical  Association 
(JAMA),  they  say  that  gender,  acclimation,  and 
aerobic  fitness  do  not  alter  the  fact  that 
hypohydration  increases  heat  storage  in  the 
body.  “Hyperhydration,  or  body  fluid  excess, 
does  not  seem  to  provide  a clear  advantage  dur- 
ing exercise— heat  stress,  but  will  delay  the  de- 
velopment of  hypohydration,”  the  researchers 
say. 


■ Randomized,  controlled  clinical  trials  of 

routine  ultrasound  screening  during  pregnancy 
should  be  conducted  in  the  United  States,  ac- 
cording to  a consensus  conference  conducted  by 
the  National  Institutes  of  Health  (NIH).  Ap- 
pearing in  the  Journal  of  the  American  Medical 
Association  (JAMA),  the  conference  report 
states,  “A  long-term  follow-up  of  infants  in- 
volved in  a randomized  clinical  trial  would  help 
clarify  questions  about  the  effect  of  ultrasound 
on  development  in  humans.”  Ultrasound  has 
been  widely  used  in  assessing  fetal  life  and, 
while  no  adverse  effects  have  been  demon- 
strated in  humans,  a hypothetical  risk  must  be 
presumed,  according  to  the  conference  panel. 
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Indications:  Effective  in  all  types  of  insomnia  charac- 
tenzed  by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening;  in 
patients  with  recurring  insomnia  or  poor  sleeping  hab- 
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patient  to  discontinue  drug  prior  to  becoming  preg- 
nant. Consider  the  possibility  of  pregnancy  prior  to 
instituting  therapy. 

Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants.  An 
additive  effect  may  occur  if  alcohol  is  consumed  the 
day  following  use  for  nighttime  sedation  This  potential 
may  exist  for  several  days  following  discontinuation 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness  (e  g.,  operating  machinery, 
driving).  Potential  impairment  of  performance  of  such 
activities  may  occur  the  day  following  ingestion  Not 
recommended  for  use  in  persons  under  15  years  of 
age  Though  physical  and  psychological  dependence 
have  not  been  reported  on  recommended  doses, 
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tapering  of  dosage  for  those  patients  on  medication 
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might  increase  dosage 
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probably  indicative  of  drug  intolerance  or  overdosage, 
have  been  reported  Also  reported:  headache,  heart- 
burn. upset  stomach,  nausea,  vomiting,  diarrhea, 
constipation,  Gl  pain,  nervousness,  talkativeness, 
apprehension,  irritability,  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  complaints.  There 
have  also  been  rare  occurrences  of  leukopenia,  gran- 
ulocytopenia, sweating,  flushes,  difficulty  in  focusing, 
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Adults:  30  mg  usual  dosage;  15  mg  may  suffice  in 
some  patients  Elderly  or  debilitated  patients:  15  mg 
recommended  initially  until  response  is  determined 
Supplied:  Capsules  containing  15  mg  or  30  mg 
flurazepam  HCI. 
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EMERGENCY  MEDICINE 
William  H.  Dudney,  MD 
Edward  C.  Lauber,  Jr.,  MD 
Atwood  L.  Rice,  111,  MD 
Casey  Truett,  MD 
FAMILY  PRACTICE  CENTER 

Jon  C.  Calvert,  MD 
John  R.  Crouch,  Jr„  MD 
Frank  G.  Hamilton,  MD 
Guy  E.  Henning,  MD 
Vincent  D.  Licata,  MD 
William  K.  McCoy,  MD 
Allen  F.  Scheuneman,  MD 

HEALTH  APPRAISAL  CLINIC 

Robert  J.  Bliss,  MD 
Alfred  T.  Cox,  MD 
Edward  C.  Lauber,  Jr.,  MD 
Delbert  O.  Williams,  Jr.,  MD 

LABORATORY 
MEDICINE  AND 
PATHOLOGY 

Kenneth  C.  Cummings,  MD 
Edward  F.  Goljan,  MD 
John  E.  Lewis,  MD 

PSYCHIATRY 


Marianne  E.  Kosbab,  MD 
George  E.  Parkhurst,  MD 
Carl  R.  Peterson,  MD 

SURGERY 

CARDIAC-THORACIC  SURGERY 

Jasper  L.  McPhail,  MD 

GENERAL  SURGERY 

J.  Michael  C.  McGee,  MD 
D.  Lewis  Moore,  MD 
Roger  L.  Youmans,  MD 
GYNECOLOGY 
Herbert  S.  Gates,  Jr.,  MD 
Joy  D.  King,  MD 
OPHTHALMOLOGY 
Raymond  E.  Townsend,  MD 
ORTHOPEDIC  SURGERY 

C.  Reiff  Brown,  MD 
Alan  W.  Holderness,  MD 

NEUROSURGERY 
Ronald  E.  Woosley,  MD 

OTORHINOLARYNGOLOGY 

Richard  E.  Carlson,  MD 
Richard  F.  Judkins,  MD 

PLASTIC  AND 

RECONSTRUCTIVE  SURGERY 

Lewis  W.  Thompson,  MD 

ORAL  SURGERY 

Jerry  L.  Greer,  DDS 
Philip  D.  Marano,  DDS 

UROLOGY 

Edward  M.  Blight,  Jr.,  MD 
VASCULAR  SURGERY 
Jasper  L.  McPhail,  MD 

PEDIATRICS 

GENERAL  PEDIATRICS  AND 
ADOLESCENT  MEDICINE 

Lynnette  L.  Calvert,  MD 
Terence  L.  Carey,  MD 
Robert  G.  Gibson,  MD 
Mona  S.  Mange,  MD 
David  I.  Schrum,  MD 
PEDIATRIC  ALLERGY 
& IMMUNOLOGY 

Terence  L.  Carey,  MD 

PEDIATRIC  CARDIOLOGY 

Marion  K.  Ledbetter,  MD 

PEDIATRIC  GASTROENTEROLOGY 

Sean  J.  Fennell  MD 


Louis  N.  Gruber,  MD 
William  A.  James,  MD 
F.  Paul  Kosbab,  MD 


Telephone  consultations  day  or  night  • (918)  493-1000 


Roche  salutes  the  history  of  Oklahoma  medicine 


PUTTING  THE 
PAP  TEST  ON  WHEELS 


j)  Kt.A  H n/V\A  11  I VIS  i_tm 


AA1K  K I CA  N CANCER  SCICIlST' 


Introducing  the  new  cancer  detection  procedure  for 
women  to  rural  areas  was  a challenge  well  met  by  the 
Oklahoma  Division  of  the  American  Cancer  Society 
when,  in  1946,  it  converted  an  obsolete  school  bus 
into  the  nation's  first  cancer  clinic  on  wheels. 

Staffed  by  volunteer  specialists — an  internist,  a 
dermatologist,  a gynecologist  and  a surgeon — and 
one  salaried  secretary  to  handle  the  record-keeping, 
the  recycled  vehicle  left  Oklahoma  City  and  headed 
north.  Its  first  stop  was  Tonkawa,' 2 where  advance 
publicity  had  drawn  women  from  nearby  towns,  farms 
and  reservations,  all  seeking  the  proffered  examinations. 


The  idea  caught  on 


Cooperative  effort 


Today,  it  is  not  surprising  to  see  a modern  medical  ser- 
vices vehicle  on  wheels  in  shopping-center  parking 
areas,  schoolyards  or  business  centers.  Community 
service  organizations  sponsor  and  support  them  all 
across  the  country.  Unquestionably,  they  have  come  a 
long  way  in  equipment  and  comfort  from  the  school  bus 
that  pioneered  vital  health  services. . . but  //was  the  bus 
that  made  medical  history. 


References:  1.  KoneJN  Famous  First  Facts,  3rd  ed  New  York,  The  H W 
Wilson  Co  , 1964,  p 367  2.  Data  on  file,  Hoffmann-La  Roche  Inc , Nutley,  NJ 


Local  doctors  and  nurses  also  hurried  forward  to  volun- 
teer their  services  in  exchange  for  a firsthand  opportunity 
to  practice  techniques  and  procedures  about  which  they 
had  previously  only  read. 

In  location  after  location,  the  white-painted  bus  dis- 
pensed its  free  services  in  four  cubbyhole  examination 
rooms,  offering  educational  literature  about  cancer  to 
patients  and  medical  professionals,  and  spreading 
important  messages  regarding  early  cancer  detection 
and  prompt  treatment  when  indicated.2 
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When  the  history  reveals 
mixed  depression  and  anxiety... 

For  the  estimated  70  percent  of  nonpsychotic  depressed  patients  who  are 
also  anxious, 1 Limbitrol  provides  both  amitriptyline,  specific  for  symptoms  of 
depression,  and  the  effects  of  Librium®  (chlordiazepoxide  HCI/Roche),  the 
tested  and  dependable  anxiolytic.  Limbitrol  is,  therefore,  a better  choice  for  these 
patients  than  dual  agents  that  contain  a phenothiazine,  a class  of  antipsychotic 
drugs  which  has  been  associated  with  tardive  dyskinesia. 

62%  of  Overall  Improvement... Within  the  First  Week 

Limbitrol  also  has  a rapid  onset  of  action  which  may  lead  to  greater 
patient  compliance.  In  a multicenter  study,  patients  taking  Limbitrol  experienced 
62%  of  their  overall  improvement  within  the  first  week  of  therapy2 

In  another  multicenter  study,3  the  following  symptoms  associated  with  anx- 
ious depression  were  significantly  reduced  during  the  first  two  weeks  of 
therapy: 

□ Headache — 79% 

□ Early  insomnia — 91% 

Middle  insomnia — 87% 

Late  insomnia — 89% 

□ Gastrointestinal  upset — 73% 

In  two  multicenter  studies,  only  1.9%  of  Limbitrol  patients  experienced 
cardiovascular  side  effects.3 

Patients  should  be  cautioned  about  the  combined  effects  with  alcohol  or 
other  CNS  depressants  and  about  activities  requiring  complete  mental  alertness 
such  as  operating  machinery  or  driving  a car 

References:  1.  Rickels  K Drug  treatment  of  anxiety,  in  Psychopharmacology  in  the  Practice  of  Medicine,  edited  by  Jarvik  ME,  New 
York,  Appleton-Century-Crofts.  1977,  p 316  2.  Feighner  JP  etal  Psychopharmacology  61  217 -229,  Mar  1979  3.  Data  on  file, 
Hoffmann-La  Roche  Inc  , Nutley,  NJ 


In  moderate  depression  and  anxiety 

Limbitnorcv 

Tablets  5-12.5  each  containing  5 mg  chlordiazepoxide  and  12  5 mg  amitriptyline 
(as  the  hydrochloride  salt) 

Tablets  10-25  each  containing  10  mg  chlordiazepoxide  and  25  mg  amitriptyline 
(as  the  hydrochloride  salt) 


Please  see  summary  of  product  information  on  following  page. 


LIMBITROL"  Tablets  (£  Tranquilizer-Antidepressant 

Before  prescribing,  please  consult  complete  product  information,  a summory  of 

which  follows: 

Indications:  Relief  of  moderate  to  severe  depression  associated  with  moderate  to 
severe  anxiety 

Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepres- 
sants Do  not  use  with  monoamine  oxidase  (MAO)  inhibitors  or  within  14  days  follow- 
ing discontinuation  of  MAO  inhibitors  since  hyperpyretic  crises  severe  convulsions  and 
deaths  hove  occurred  with  concomitant  use,  then  initiate  cautiously,  gradually  increas- 
ing dosage  until  optimal  response  is  achieved  Contraindicated  during  acute  recovery 
phase  following  myocardial  infarction 

Warnings:  Use  with  great  care  in  patients  with  history  of  urinary  retention  or  angle- 
closure  glaucoma.  Severe  constipation  may  occur  in  patients  taking  tricyclic  ontide- 
pressants  and  anticholinergic-type  drugs  Closely  supervise  cardiovascular  patients 
(Arrhythmias,  sinus  tachycardia  and  prolongation  of  conduction  time  reported  with 
use  of  tricyclic  ontidepressants,  especially  high  doses  Myocardial  infarction  ond 
stroke  reported  with  use  of  this  class  of  drugs  ) Caution  patients  about  possible  com- 
bined effects  with  alcohol  and  other  CNS  depressants  and  against  hazardous  occu- 
pations requiring  complete  mental  alertness  (e  g operating  machinery  driving) 

Usage  in  Pregnancy.  Use  of  minor  tranquilizers  during  the  first  trimester 
should  almost  olways  be  avoided  because  of  increased  risk  of  congenital 
malformations  as  suggested  in  several  studies.  Consider  possibility  of  preg- 
nancy when  instituting  therapy;  advise  patients  to  discuss  therapy  if  they 
intend  to  or  do  become  pregnant 

Since  physical  and  psychological  dependence  to  chlordiazepoxide  hove  been  reported 
rarely,  use  caution  in  administering  Limbitrol  to  addiction-prone  individuals  or  those 
who  might  increase  dosage,  withdrawal  symptoms  following  discontinuation  of  either 
component  alone  have  been  reported  (nausea,  headache  ond  malaise  for  amitripty- 
line symptoms  [including  convulsions]  similar  to  those  of  borbiturate  withdrawal  for 
chlordiazepoxide) 

Precautions:  Use  with  caution  in  patients  with  a history  of  seizures,  in  hyperthyroid 
patients  or  those  on  thyroid  medication,  and  in  patients  with  impaired  renal  or  hepatic 
function  Because  of  the  possibility  of  suicide  in  depressed  patients,  do  not  permit  easy 
access  to  large  quantities  in  these  patients  Periodic  liver  function  tests  and  blood 
counts  are  recommended  during  prolonged  treatment  Amitriptyline  component  may 
block  action  of  guonethidine  or  similar  antihypertensives  Concomitant  use  with  other 
psychotropic  drugs  has  not  been  evaluated,  sedative  effects  may  be  additive  Discon- 
tinue several  days  before  surgery  Limit  concomitant  administration  of  ECT  to  essential 
treatment  See  Warnings  for  precautions  about  pregnancy  Limbitrol  should  not  be 
taken  during  the  nursing  period  Not  recommended  in  children  under  12  In  the  elderly 
and  debilitated,  limit  to  smallest  effective  dosage  to  preclude  ataxia,  oversedation, 
confusion  or  anticholinergic  effects 

Adverse  Reactions:  Most  frequently  reported  are  those  associated  with  either  compo- 
nent alone  drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizziness  and  bloat- 
ing Less  frequently  occurring  reactions  include  vivid  dreams,  impotence,  tremor, 
confusion  ond  nasal  congestion  Many  depressive  symptoms  including  anorexia, 
fatigue,  weakness,  restlessness  and  lethargy  have  been  reported  as  side  effects  of  both 
Limbitrol  and  amitriptyline  Granulocytopenia,  jaundice  and  hepatic  dysfunction  have 
been  observed  rarely 

The  following  list  includes  adverse  reactions  not  reported  with  Limbitrol  but  requiring 
consideration  because  they  have  been  reported  with  one  or  both  components  or 
closely  related  drugs 

Cardiovascular  Hypotension,  hypertension,  tachycardia,  palpitations,  myocardial 
infarction,  arrhythmias,  heart  block,  stroke 

Psychiatric  Euphoria,  apprehension,  poor  concentration,  delusions,  hallucinations, 
hypomama  and  increased  or  decreased  libido 

Neurologic:  Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the  extrem- 
ities, extrapyramidol  symptoms,  syncope,  changes  in  EEG  patterns 
Anticholinergic  Disturbance  of  accommodation,  paralytic  ileus,  urinary  retention,  dila- 
tation of  urinary  tract 

Allergic  Skin  rash,  urticana,  photosensitization,  edema  of  face  and  fongue,  pruritus 
Hematologic  Bone  morrow  depression  including  agranulocytosis,  eosinophilia,  pur- 
pura, thrombocytopenia 

Gastrointestinal  Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculiar 
taste,  diarrhea,  block  tongue 

Endocnne  Testicular  swelling  and  gynecomastia  in  the  male,  breast  enlargement, 
galactorrhea  and  minor  menstrual  irregularities  in  the  femole,  elevation  and  lowering 
of  blood  sugar  levels,  and  syndrome  of  inappropriate  ADH  (antidiuretic  hormone) 
secretion 

Other  Headache,  weight  gain  or  loss,  increased  perspiration,  urinary  frequency, 
mydriasis,  jaundice,  alopecia,  parotid  swelling 

Overdosage:  Immediately  hospitalize  patient  suspected  of  having  taken  an  overdose 
Treatment  is  symptomatic  and  supportive  I V administration  of  1 to  3 mg  physostig- 
mine  salicylate  has  been  reported  to  reverse  the  symptoms  of  amitriptyline  poisoning 
See  complete  product  information  for  manifestation  and  treatment 
Dosoge:  Individualize  according  to  symptom  severity  and  patient  response  Reduce  to 
smallest  effective  dosage  when  satisfactory  response  is  obtained  Larger  portion  of 
daily  dose  may  be  token  at  bedtime  Single  h s dose  may  suffice  for  some  patients 
Lower  dosages  are  recommended  for  the  elderly 

Limbitrol  10-25,  initial  dosage  of  three  or  four  tablets  daily  in  divided  doses,  increased 
up  to  six  tablets  or  decreased  to  two  tablets  daily  as  required  Limbitrol  5-12  5,  initial 
dosoge  of  three  or  four  tablets  daily  in  divided  doses,  for  patients  who  do  not  tolerate 
higher  doses. 

How  Supplied:  White,  film-coated  tablets,  each  containing  10  mg  chlordiazepoxide 
and  25  mg  amitriptyline  (as  the  hydrochloride  salt)  and  blue,  film-coated  tablets, 
each  containing  5 mg  chlordiazepoxide  and  12  5 mg  amitriptyline  (as  the  hydro- 
chlonde  salt)— bottles  of  100  and  500,  Tel -E -Dose"  packages  of  100,  Prescription 
Paks  of  50 
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Solve  a simple  mathematical 
problem.  Assume  that  X in  the  above 
equation  equals  the  total  number  of  staff  members 
in  your  professional  practice  or  corporation. 
Subtract  from  that  number  all  but  one  staff  member 
— yourself. 

What  do  you  get?  Freedom.  Freedom  from  the 
expense  and  bother  of  personnel-related 
administrative  chores. 

Freedom  to  design  a benefits  and  retirement 
package  which  best  fits  y our  own  needs,  without  the 
financial  and  administrative  burden  of  supplying 
like  coverage  for  every  member  of  your  staff. 

Freedom  to  offer  your  staff  "large  corporation" 
benefits,  even  if  your  professional  practice  or 
company  is  modest  in  size. 

The  equation  can  work  for  you,  through  the  services 
of  Staff  Leasing,  Inc.  The  concept  is  simple.  Our 
company  hires  your  employees  and  leases  them 
back  to  you.  Your  office  routine  remains  unchanged, 
except  that  Staff  Leasing,  Inc.  handles  all  facets  of 
personnel  administration.  We  assume  responsibility 
for  payroll  and  related  accounting,  make  all 
employer  contributions  to  taxes  and  insurance  on 
behalf  of  employees,  and  manage  the  withholding 
and  deposit  of  all  employee  payroll  deductions. 

Because  a large  number  of  men  and  women  are 
employed  by  Staff  Leasing,  Inc.,  our  company  can 
provide  a package  of  employee  benefits  second  to 
none.  Your  staff  will  enjoy  group  medical  insurance, 
including  maternity  benefits;  group  dental 
insurance;  group  life  insurance;  a sound  retirement 
plan;  professional  liability  insurance;  worker's 
compensation  insurance;  and  more. 

Our  staff  leasing  arrangement  is  also  a recognized 
solution  to  the  affiliated  service  group  problem 
presented  by  federal  statutes.  Staff  Leasing,  Inc. 
meets  the  requirements  of  the  "safe  harbor" 
provision  of  Internal  Revenue  Code  Section 
414(n)(5). 


Staff  Leasing,  Inc.  is  not  an  employment  agency. 
We  simply  make  it  easier  for  you  to  operate  your 
professional  practice  or  corporation  with  existing 
staff.  Or  we  staff  your  office  with  new  employees, 
subject  to  your  approval. 

Freedom.  It's  writing  one  check  a month  and  letting 
Staff  Leasing,  Inc.,  do  the  rest. 


Let  us  work  out  a staff  leasing  plan  for  you . It  adds 
up  to  a better  way  of  doing  business. 


The  Employee  Leasing  Company 


IN  OKLAHOMA  CALL 
(405)  943-3310 

POST  OFFICE  BOX  12373 
OKLAHOMA  CITY,  OKLAHOMA  73157 


Oklahoma  State  Medical  Association 


BALANCED 
CALCIUM  CHAT 
BLOCK41 


GABJDIZEM 

(diltiazem  HC1) 

balances 
potent 


with  alow 
incidence  of 
side  effects 


Low  incidence  of  side  effects 

CARDIZEM®  (diltiazem  HC1) 
produces  an  incidence  of  adverse 
reactions  not  greater  than  that 
reported  with  placebo  therapy, 
thus  contributing  to  the  patient’s 
sense  of  well-being. 

'Cardizem  is  indicated  in  the  treatment  of  angina  pectoris  due  to 
coronary  artery  spasm  and  in  the  management  of  chronic  stable 
angina  (classic  effort-associated  angina)  in  patients  who  cannot 
tolerate  therapy  with  beta-blockers  and/or  nitrates  or  who  remain 
symptomatic  despite  adequate  doses  of  these  agents. 

References: 

1.  Strauss  WE,  McIntyre  KM,  Parisi  AF,  et  al:  Safety  and  efficacy 

of  diltiazem  hydrochloride  for  the  treatment  of  stable  angina 
pectoris:  Report  of  a cooperative  clinical  trial.  Am  J Cardiol 
49:560-566,  1982.  " 

2.  Pool  PE,  Seagren  SC,  Bonanno  JA,  et  al:  The  treatment  of  exercise- 
inducible  chronic  stable  angina  with  diltiazem:  Effect  on  treadmill 
exercise.  Chest  78  (July  suppl):234-238,  1980. 


Reduces  angina  attack  frequency* 

42%  to  46%  decrease  reported  in 
multicenter  study.1 

Increases  exercise  tolerance* 

In  Bruce  exercise  test,2  control 
patients  averaged  8.0  minutes  to 
onset  of  pain;  Cardizem  patients 
averaged  9.8  minutes  (P<.005). 

CARDIZEM 

(diltiazem  HC1) 

THE  BALANCED 
CALCIUM  CHANNEL  BLOCKER 


Please  see  full  prescribing  information  on  following  page. 
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PROFESSIONAL  USE  INFORMATION 


cardizem 

(diltiazem  HCI) 

30  mg  and  60  mg  tablets 

DESCRIPTION 

CARDIZEM ' diltiazem  hydrochloride i is  a calcium  ion  influx 
inhibitor  'Slow  channel  blocker  or  calcium  antagonist!  Chemically, 
diltiazem  hydrochloride  is  1,5-Benzothiazepin-4(5H)one,3-(acetyloxy) 
-5-[2-(dimethylamino)ethyl]-2,3-dihydro-2-(4-methoxyphenyl)-, 
monohydrochloride  • -•-)  -cis-  The  chemical  structure  is: 


ch2ch2n(ch3)j 

Diltiazem  hydrochloride  is  a white  to  off-white  crystalline  powder 
with  a bitter  taste.  It  is  soluble  in  water,  methanol,  and  chloroform. 
It  has  a molecular  weight  of  450.98  Each  tablet  of  CARDIZEM 
contains  either  30  mg  or  60  mg  diltiazem  hydrochloride  for  oral 
administration, 

CLINICAL  PHARMACOLOGY 

The  therapeutic  benefits  achieved  with  CARDIZEM  are  believed 
to  be  related  to  its  ability  to  inhibit  the  influx  of  calcium  ions 
during  membrane  depolarization  of  cardiac  and  vascular  smooth 
muscle. 

Mechanisms  of  Action.  Although  precise  mechanisms  of  its 
antianginal  actions  are  still  being  delineated,  CARDIZEM  is  believed 
to  act  in  the  following  ways: 

1.  Angina  Due  to  Coronary  Artery  Spasm:  CARDIZEM  has  been 
shown  to  be  a potent  dilator  of  coronary  arteries  both  epicardial 
and  subendocardial.  Spontaneous  and  ergonovine-mduced  cor- 
onary artery  spasm  are  inhibited  by  CARDIZEM. 

2.  Exertional  Angina:  CARDIZEM  has  been  shown  to  produce 
increases  in  exercise  tolerance,  probably  due  to  its  ability  to 
reduce  myocardial  oxygen  demand.  This  is  accomplished  via 
reductions  in  heart  rate  and  systemic  blood  pressure  at  submaximal 
and  maximal  exercise  work  loads. 

In  animal  models,  diltiazem  interferes  with  the  slow  inward 
Idepolarizingj  cunent  in  excitable  tissue.  It  causes  excitation-contraction 
uncoupling  in  various  myocardial  tissues  without  changes  in  the 
configuration  of  the  action  potential.  Diltiazem  produces  relaxation 
of  coronary  vascular  smooth  muscle  and  dilation  of  both  large  and 
small  coronary  arteries  at  drug  levels  which  cause  little  or  no 
negative  inotropic  effect.  The  resultant  increases  in  coronary  blood 
flow  (epicardial  and  subendocardial)  occur  in  ischemic  and  nonischemic 
models  and  are  accompanied  by  dose-dependent  decreases  in  sys- 
temic blood  pressure  and  decreases  in  peripheral  resistance. 

Hemodynamic  and  Electrophysiologic  Effects.  Like  other 
calcium  antagonists,  diltiazem  decreases  sinoatrial  and  atrioventricu- 
lar conduction  in  isolated  tissues  and  has  a negative  inotropic  effect 
in  isolated  preparations.  In  the  intact  animal,  prolongation  of  the  AH 
interval  can  be  seen  at  higher  doses. 

In  man,  diltiazem  prevents  spontaneous  and  ergonovine-provoked 
coronary  artery  spasm.  It  causes  a decrease  in  peripheral  vascular 
resistance  and  a modest  fall  in  blood  pressure  and,  in  exercise 
tolerance  studies  in  patients  with  ischemic  heart  disease,  reduces 
the  heart  rate-blood  pressure  product  for  any  given  work  load. 
Studies  to  date,  primarily  in  patients  with  good  ventricular  function, 
have  not  revealed  evidence  of  a negative  inotropic  effect:  cardiac 
output,  election  fraction,  and  left  ventricular  end  diastolic  pressure 
have  not  been  affected.  There  are  as  yet  few  data  on  the  interaction 
of  diltiazem  and  beta-blockers.  Resting  heart  rate  is  usually  unchanged 
or  slightly  reduced  by  diltiazem. 

Intravenous  diltiazem  in  doses  of  20  mg  prolongs  AH  conduction 
time  and  AV  node  functional  and  effective  refractory  periods  approxi- 
mately 20%.  In  a study  involving  single  oral  doses  of  300  mg  of 
CARDIZEM  in  six  normal  volunteers,  the  average  maximum  PR 
prolongation  was  14%  with  no  instances  of  greater  than  first-degree 
AV  block.  Diltiazem-associated  prolongation  of  the  AH  interval  is  not 
more  pronounced  in  patients  with  first-degree  heart  block.  In  patients 
with  sick  sinus  syndrome,  diltiazem  significantly  prolongs  sinus 
cycle  length  (up  to  50%  in  some  cases) 

Chronic  oral  administration  of  CARDIZEM  in  doses  of  up  to  240 
mg/day  has  resulted  in  small  increases  in  PR  interval,  but  has  not 
usually  produced  abnormal  prolongation.  There  were,  however,  three 
instances  of  second-degree  AV  block  and  one  instance  of  third- 
degree  AV  block  in  a group  of  959  chronically  treated  patients. 

Pharmacokinetics  and  Metabolism.  Diltiazem  is  absorbed 
from  the  tablet  formulation  to  about  80%  of  a reference  capsule  and 
is  subject  to  an  extensive  first-pass  effect,  giving  an  absolute 
bioavailability  icompared  to  intravenous  dosing)  of  about  40%.  CARDIZEM 
undergoes  extensive  hepatic  metabolism  in  which  2%  to  4%  of  the 
unchanged  drug  appears  in  the  urine.  In  vitro  binding  studies  show 
CARDIZEM  is  70%  to  80%  bound  to  plasma  proteins  Competitive 
ligand  binding  studies  have  also  shown  CARDIZEM  binding  is  not 
altered  by  therapeutic  concentrations  of  digoxin,  hydrochlorothiazide, 
phenylbutazone,  propranolol,  salicylic  acid,  or  warfarin.  Single  oral 
doses  of  30  to  120  mg  of  CARDIZEM  result  in  detectable  plasma 
levels  within  30  to  60  minutes  and  peak  plasma  levels  two  to  three 
hours  after  drug  administration.  The  plasma  elimination  half-life 
following  single  or  multiple  drug  administration  is  approximately  3.5 
hours.  Desacetyl  diltiazem  is  also  present  in  the  plasma  at  levels  of 
10%  to  20%  of  the  parent  drug  and  is  25%  to  50%  as  potent  a 
coronary  vasodilator  as  diltiazem  Therapeutic  blood  levels  of 
CARDIZEM  appear  to  be  in  the  range  of  50  to  200  ng/ml.  There  is  a 
departure  from  dose-linearity  when  single  doses  above  60  mg  are 
given,  a 120-mg  dose  gave  blood  levels  three  times  that  of  the  60-mg 
dose  There  is  no  information  about  the  effect  of  renal  or  hepatic 
impairment  on  excretion  or  metabolism  of  diltiazem, 

INDICATIONS  AND  USAGE 

1  Angina  Pectoris  Due  to  Coronary  Artery  Spasm.  CARDIZEM 


is  indicated  in  the  treatment  of  angina  pectoris  due  to  coronary 
artery  spasm.  CARDIZEM  has  been  shown  effective  in  the 
treatment  of  spontaneous  coronary  artery  spasm  presenting  as 
Prinzmetal's  variant  angina  (resting  angina  with  ST-segment 
elevation  occurring  during  attacks). 

2  Chronic  Stable  Angina  (Classic  Effort-Associated  Angina). 
CARDIZEM  is  indicated  in  the  management  of  chronic  stable 
angina.  CARDIZEM  has  been  effective  in  controlled  trials  in 
reducing  angina  frequency  and  increasing  exercise  tolerance. 

There  are  no  controlled  studies  of  the  effectiveness  of  the  concomi- 
tant use  of  diltiazem  and  beta-blockers  or  of  the  safety  of  this 
combination  in  patients  with  impaired  ventricular  function  or  conduc- 
tion abnormalities 

CONTRAINDICATIONS 

CARDIZEM  is  contraindicated  in  (1)  patients  with  sick  sinus 
syndrome  except  in  the  presence  of  a functioning  ventncular  pacemaker. 
i2)  patients  with  second-  or  third-degree  AV  block  except  in  the 
presence  of  a functioning  ventricular  pacemaker,  and  (3)  patients 
with  hypotension  (less  than  90  mm  Hg  systolic). 

WARNINGS 

1.  Cardiac  Conduction.  CARDIZEM  prolongs  AV  node  refrac- 
tory periods  without  significantly  prolonging  sinus  node  recov- 
ery time,  except  in  patients  with  sick  sinus  syndrome  This 
effect  may  rarely  result  in  abnormally  slow  heart  rates  (particularly 
in  patients  with  sick  sinus  syndrome)  or  second-  or  third-degree 
AV  block  (six  of  1243  patients  for  0.48%).  Concomitant  use  of 
diltiazem  with  beta-blockers  or  digitalis  may  result  in  additive 
effects  on  cardiac  conduction.  A patient  with  Prinzmetal's 
angina  developed  periods  of  asystole  (2  to  5 seconds)  after  a 
single  dose  of  60  mg  of  diltiazem. 

2 Congestive  Heart  Failure.  Although  diltiazem  has  a negative 
inotropic  effect  in  isolated  animal  bssue  preparations,  hemodynamic 
studies  in  humans  with  normal  ventricular  function  have  not 
shown  a reduction  in  cardiac  index  nor  consistent  negative 
effects  on  contractility  (dp/dt)  Experience  with  the  use  of 
CARDIZEM  alone  or  in  combination  with  beta-blockers  in  patients 
with  impaired  ventricular  function  is  very  limited  Caution  should 
be  exercised  when  using  the  drug  in  such  patients 

3 Hypotension.  Decreases  in  blood  pressure  associated  with 
CARDIZEM  therapy  may  occasionally  result  in  symptomatic 
hypotension. 

4 Acute  Hepatic  ln|ury.  In  rare  instances,  patients  receiving 
CARDIZEM  have  exhibited  reversible  acute  hepatic  injury  as 
evidenced  by  moderate  to  extreme  elevations  of  liver  enzymes 
(See  PRECAUTIONS  and  ADVERSE  REACTIONS.) 

PRECAUTIONS 

General.  CARDIZEM  (diltiazem  hydrochloride)  is  extensively  metab- 
olized by  the  liver  and  excreted  by  the  kidneys  and  in  bile  As  with  any 
new  drug  given  over  prolonged  periods,  laboratory  parameters  should 
be  monitored  at  regular  intervals  The  drug  should  be  used  with 
caution  in  patients  with  impaired  renal  or  hepatic  function.  In  sub- 
acute and  chronic  dog  and  rat  studies  designed  to  produce  toxicity, 
high  doses  of  diltiazem  were  associated  with  hepatic  damage  In 
special  subacute  hepatic  studies,  oral  doses  of  125  mg/kg  and 
higher  in  rats  were  associated  with  histological  changes  in  the  liver 
which  were  reversible  when  the  drug  was  discontinued.  In  dogs 
doses  of  20  mg/kg  were  also  associated  with  hepatic  changes, 
however,  these  changes  were  reversible  with  continued  dosing 

Drug  Interaction.  Pharmacologic  studies  indicate  that  there 
may  be  additive  effects  in  prolonging  AV  conduction  when  using 
beta-blockers  or  digitalis  concomitantly  with  CARDIZEM  (See 
WARNINGS). 

Controlled  and  uncontrolled  domestic  studies  suggest  that  con- 
comitant use  of  CARDIZEM  and  beta-blockers  or  digitalis  is  usually 
well  tolerated  Available  data  are  not  sufficient,  however,  to  predict 
the  effects  of  concomitant  treatment,  particularly  in  patients  with  left 
ventricular  dysfunction  or  cardiac  conduction  abnormalities.  In  healthy 
volunteers,  diltiazem  has  been  shown  to  increase  serum  digoxin 
levels  up  to  20%. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility.  A 

24-month  study  in  rats  and  a 21 -month  study  in  mice  showed  no 
evidence  of  carcinogenicity.  There  was  also  no  mutagenic  response 
in  in  vitro  bacterial  tests  No  intrinsic  effect  on  fertility  was  observed 
in  rats 

Pregnancy.  Category  C Reproduction  studies  have  been  con- 
ducted in  mice,  rats,  and  rabbits.  Administration  of  doses  ranging 
from  five  to  ten  times  greater  (on  a mg/kg  basis)  than  the  daily 
recommended  therapeutic  dose  has  resulted  in  embryo  and  fetal 
lethality  These  doses,  in  some  studies,  have  been  reported  to  cause 
skeletal  abnormalities.  In  the  perinatal/postnatal  studies,  there  was 
some  reduction  in  early  individual  pup  weights  and  survival  rates. 
There  was  an  increased  incidence  of  stillbirths  at  doses  of  20  times 
the  human  dose  or  greater 

There  are  no  well-controlled  studies  in  pregnant  women,  therefore, 
use  CARDIZEM  in  pregnant  women  only  if  the  potential  benefit 
justifies  the  potential  risk  to  the  fetus. 

Nursing  Mothers.  It  is  not  known  whether  this  drug  is  excreted 
in  human  milk.  Because  many  drugs  are  excreted  in  human  milk, 
exercise  caution  when  CARDIZEM  is  administered  to  a nursing 
woman  if  the  drug's  benefits  are  thought  to  outweigh  its  potential 
risks  in  this  situation. 

Pediatric  Use.  Safety  and  effectiveness  in  children  have  not 
been  established. 

ADVERSE  REACTIONS 

Serious  adverse  reactions  have  been  rare  in  studies  carried  out  to 
date,  but  it  should  be  recognized  that  patients  with  impaired  ventricu- 
lar function  and  cardiac  conduction  abnormalities  have  usually  been 
excluded 

In  domestic  placebo-controlled  trials,  the  incidence  of  adverse 
reactions  reported  during  CARDIZEM  therapy  was  not  greater  than 
that  reported  during  placebo  therapy 

The  following  represent  occurrences  observed  in  clinical  studies 
which  can  be  at  least  reasonably  associated  with  the  pharmacology 
of  calcium  influx  inhibition.  In  many  cases,  the  relationship  to 
CARDIZEM  has  not  been  established.  The  most  common  occurrences, 
as  well  as  their  frequency  of  presentation,  are:  edema  (2  4%). 


headache  (2.1%).  nausea  (1.9%),  dizziness  (1.5%),  rash  (1.3' 
asthenia  (1.2%),  AV  block  (1.1%).  In  addition,  the  following  ever 
were  reported  infrequently  (less  than  1%)  with  the  order  of  presen 
tion  corresponding  to  the  relative  frequency  of  occurrence 


Cardiovascular 


Nervous  System 
Gastrointestinal 


Dermatologic 

Other: 


Flushing,  arrhythmia,  hypotension,  bradyc 
dia,  palpitations,  congestive  heart  failui 
syncope 

Paresthesia,  nervousness,  somnolenc 
tremor,  insomnia,  hallucinations,  and  amnes 
Constipation,  dyspepsia,  diarrhea,  vomitir 
mild  elevations  of  alkaline  phosphatase  SGC  • 
SGPT,  and  LDH 

Pruritus,  petechiae.  urticaria,  photosensitive  t 
Polyuria,  nocturia. 


The  following  additional  experiences  have  been  noted 

A patient  with  Prinzmetal's  angina  experiencing  episodes 
vasospastic  angina  developed  periods  of  transient  asymptomau 
asystole  approximately  five  hours  after  receiving  a single  60-rt 
dose  of  CARDIZEM 

The  following  postmarketing  events  have  been  reported  infr  ., 
quently  in  patients  receiving  CARDIZEM  erythema  multiforme:  le  x 
kopenia;  and  extreme  elevations  of  alkaline  phosphatase.  SGO 
SGPT,  LDH,  and  CPK  However,  a definitive  cause  and  effect  betwer » 
these  events  and  CARDIZEM  therapy  is  yet  to  be  established. 

OVERDOSAGE  OR  EXAGGERATED  RESPONSE 

Overdosage  experience  with  oral  diltiazem  has  been  limite 
Single  oral  doses  of  300  mg  of  CARDIZEM  have  been  well  tolerate 
by  healthy  volunteers.  In  the  event  of  overdosage  or  exaggerate 
response,  appropriate  supportive  measures  should  be  employed 
addition  to  gastric  lavage  The  following  measures  may  be  considerei 


Bradycardia 

High-Degree  AV 
Block 

Cardiac  Failure 
Hypotension 


Administer  atropine  (0.60  to  1.0  mg)  If  thei 
is  no  response  to  vagal  blockade,  administr 
isoproterenol  cautiously. 

Treat  as  for  bradycardia  above  Fixed  higt 
degree  AV  block  should  be  treated  with  ca 
diac  pacing 

Administer  inotropic  agents  (isoprotereno 
dopamine,  or  dobutamme)  and  diuretics. 
Vasopressors  (eg,  dopamine  or  levarterenc 
bitartrate). 


Actual  treatment  and  dosage  should  depend  on  the  severity  of  th  i 
clinical  situation  and  the  judgment  and  experience  of  the  treatin  i 
physician 

The  oral/LD50  s in  mice  and  rats  range  from  415  to  740  mg/k,  | 
and  from  560  to  810  mg/kg,  respectively  The  intravenous  LDJs  i: 
these  species  were  60  and  38  mg/kg,  respectively.  The  oral  LD50ii 
dogs  is  considered  to  be  in  excess  of  50  mg/kg.  while  lethality  wa 
seen  in  monkeys  at  360  mg/kg  The  toxic  dose  in  man  is  not  knowr 
but  blood  levels  in  excess  of  800  ng/ml  have  not  been  associate! 
with  toxicity. 

DOSAGE  AND  ADMINISTRATION 


Exertional  Angina  Pectoris  Due  to  Atherosclerotic  Coro 
nary  Artery  Disease  or  Angina  Pectoris  at  Rest  Due  to  Coro 
nary  Artery  Spasm.  Dosage  must  be  adjusted  to  each  patient 
needs  Starting  with  30  mg  four  times  daily,  before  meals  and  a { 
bedtime,  dosage  should  be  increased  gradually  (given  in  divider 
doses  three  or  four  times  daily)  at  one-  to  two-day  intervals  unti ! 
optimum  response  is  obtained.  Although  individual  patients  ma< 
respond  to  any  dosage  level,  the  average  optimum  dosage  rangr 
appears  to  be  180  to  240  mg/day  There  are  no  available  data  concern 
ing  dosage  requirements  in  patients  with  impaired  renal  or  hepatic 
function.  If  the  drug  must  be  used  in  such  patients,  titration  should br 
carried  out  with  particular  caution 

Concomitant  Use  With  Other  Antianginal  Agents: 

1 Sublingual  NTG  may  be  taken  as  required  to  abort  acute 
anginal  attacks  during  CARDIZEM  therapy 

2 Prophylactic  Nitrate  Therapy -CARDIZEM  may  be  safely  1 
coadministered  with  short-  and  long-acting  nitrates,  but  there 
have  been  no  controlled  studies  to  evaluate  the  antiangina 
effectiveness  of  this  combination 

3 Beta-blockers.  (See  WARNINGS  and  PRECAUTIONS.) 


HOW  SUPPLIED 

Cardizem  30-mg  tablets  are  supplied  in  bottles  of  100  INDC 
0088-1771-47)  and  in  Unit  Dose  Identification  Paks  of  100  (NDC 
0088-1771-49)  Each  green  tablet  is  engraved  with  MARION  on  one  < 
side  and  1771  engraved  on  the  other  CARDIZEM  60-mg  scorer  j 
tablets  are  supplied  In  bottles  of  100  (NDC  0088-1772-47)  and  in  Unit 
Dose  Identification  Paks  of  100  (NDC  0088-1772-49),  Each  yellow 
tablet  is  engraved  with  MARION  on  one  side  and  1772  on  the  other 
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Sad  Consensus 

Unbelievably,  there  seems  to  be  a consensus  in 
my  peer  group.  I have  never  known  this  to  occur, 
and  I am  surprised  that  such  a singular 
phenomenon  has  evolved.  In  my  younger  years, 
I worked  with  many  of  my  colleagues  to  develop 
a consensus  and  to  translate  it  into  organized 
resistance;  resistance  against  those  who  would 
capture  the  profession  of  medicine  for  purely 
political  purposes.  Needless  to  say,  we  failed. 

Had  we  been  less  naive,  we  would  have 
saved  our  energy.  On  the  other  hand,  if  we  could 
have  predicted  the  bedlam  that  has  befallen  our 
profession  in  the  past  twenty-five  years,  our 
efforts  might  have  succeeded.  But  who  would 
have  believed  such  nonsense?  Certainly  no  au- 
dience of  rational,  reasoning  listeners. 

The  appearance  of  this  consensus  is,  unfor- 
tunately, no  cause  for  celebration.  Instead,  it  is 
prologue  to  our  epitaph.  It  is  a prophecy  of  im- 
pending disaster.  It  is  the  death  rattle  of  a once 
robust  and  proud  profession. 

Defined,  the  consensus  is  that  we  who  en- 
tered medical  school  thirty  or  forty  years  ago 
feel  fortunate  that  we  are  approaching  the  end 
of  our  professional  careers  and  not  the  begin- 
ning. 

So  unanimous  is  this  sentiment,  I have 
heard  not  a single  expression  of  disagreement. 
Neither  have  I heard  an  unhesitating  affirma- 
tion from  even  one  peer  that  he  or  she  would 
today  select  the  practice  of  medicine  as  a career. 

I can  only  guess  at  the  reasons  for  this  ap- 
parently unanimous  opinion.  They  are  based  in 
our  experience  and  our  knowledge.  We  know 
the  sacrifices  we  made  in  training  ourselves  to 
be  practicing  physicians;  sacrifices  involving 
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hundreds  of  thousands  of  dollars  and  ten  to  fif- 
teen prime  years  of  our  youth.  We  know  what 
it  is  to  work  under  unremitting  stress  for  sixteen 
to  twenty  hours  a day.  We  know  the  sacrifices 
our  wives  and  children  and  families  have  made 
for  us  and  will  continue  to  make  so  long  as  we 
practice  medicine. 

At  the  same  time,  we  know  that  today  we 
are  being  told  how,  when,  where,  and  with  what 
we  can  treat  patients.  We  know  that  lay  bureau- 
crats rule  us  while  only  we  are  liable  for  the 
consequences  of  their  rule.  We  know  that  our 
hospitals,  our  work  places  which  we  have  strug- 
gled years  to  build  and  donated  years  of  our 
time  to  support,  are  being  forced  into  bank- 
ruptcy and  closing  their  doors.  We  know  that 
we  are  being  enslaved.  We  know  we  are  being 
blamed  for  the  failure  of  a system  we  neither 
designed  nor  sponsored.  We  know  we  have  been 
stripped  of  our  professionalism.  We  know  that 
we  have  become  servants  of  an  uncivil  bureau- 
cracy which  pretends  to  represent  the  best  in- 
terests of  our  patients. 

These  things  we  know.  We  do  not  have  to 
argue  their  validity.  We  do  not  doubt  their  ver- 
ity. We  have  been  there.  We  are  suffering 
through  the  humiliating  denigration  of  a profes- 
sion. 

Imagine,  if  you  can,  the  influence  this  con- 
sensus will  have  on  those  who  have  chosen  to 
follow  us;  those  bright,  capable,  ambitious  and 
idealistic  youngsters  who  are  now  engaged  in 
the  agonizing  task  of  selecting  their  careers. 

Indeed,  it  is  a sad  consensus.  The  mag- 
nitude of  its  significance  is  beyond  exaggera- 
tion. It  is  ominous  beyond  description. 

—MRJ 
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If  I Were  King 

As  “King  James,  the  Just” 
of  the  USA,  I would  con- 
sider the  following  deeds 
appropriate: 

• proclaim  the  Oklahoma 
Sooners  and  Oklahoma 
State  Cowboys  “Ameri- 
ca’s co-Teams”  replac- 
ing Tom  Landry’s  Cow- 
boys . . . 

• maintain  high  standards  of  honesty,  responsi- 
bility, fairness,  clear  thinking,  and  wise  judg- 
ment among  all  members  of  Congress  by  rigid 
pre-election  screening  and  post-election 
monitoring  . . . 

• unify  all  members  of  the  medical  profession 
into,  again,  a respected  and  beneficent  force 
for  the  maintenance  of  the  health  of  the 
people,  in  a clearly  ethical  climate  of  private 
practice  uncluttered  by  regulations,  their  pri- 
macy of  purpose  unchallenged  by  limited 
licensed  practitioners  . . . 

• simplify,  streamline,  and  reform  such  institu- 
tions as  DHHS  and  DHS  of  Oklahoma,  cut- 
ting both  red  tape  and  top-heavy  bureaucracy 
with  one  fell  swoop,  providing  meaningful 
means  - testing  and  discipline,  with  teeth,  in 
determination  of  true  need  and,  at  the  same 
time,  speeding  claims  processing  on  judicious 
bases  . . . 


• integrate  experienced,  clinically  oriented 
physicians  back  into  medical  education  as 
well  as  provide  good  and  timely  instructions 
to  medical  students ...  on  the  perils  of  easily 
accessible  chemicals  and  the  avoidance  of 
habituation  . . . the  accounting  and  business 
side  of  medical  practice  . . . how  to  handle 
patients  with  deviations  of  societal  and/or 
sexual  orientation  . . . how  to  keep  accurate, 
adequate,  legible,  and  clearly-to-the-point 
records  . . . 

• educate  Society  to  the  individual  importance 
of  self-preservation,  avoiding  those  fun, 
swinging  things  which  add  so  greatly  to  costs 
of  medical  care  while  often  tending  to  shorten 
productive  lives  . . . 

Maybe  someday  these  things  will  be  achiev- 
able . . . but  maybe  not,  anywhere  short  of 
Utopia! 

Until  that  time,  let  us  give  thanks  for  the 
unique  privilege  we  still  enjoy  of  restoring 
health  where  possible,  vigor  and  return  to  pro- 
ductive living  in  some  instances,  and  the  lim- 
ited freedoms  which  remain  in  the  practice  of 
medicine. 


Great  appreciation  to  William  S.  Weil,  MD,  former 
president  of  Los  Angeles  County  Medical  Association 
(10,000  members  strong),  aka  King  William,  the  Won- 
derful, for  permission  to  follow  his  “If  I Were  King” 
theme  appearing  several  times  in  LACMA,  the 
semimonthly  journal  of  that  association. 


378 


Oklahoma  State  Medical  Association 


@ Eastman  Kodak  Company.  1984 


The  KODAK  EKTACHEM 
DT60  Analyzer  creates  an 
extra  service  for  your  pa- 
tients without  extra  invest- 
ment in  labor.  And  because 
it  can  pay  for  itself  in  three 
months,  it’s  a timely  invest- 
ment in  your  future. 

The  chemistry  tests 
you  need 

With  the  DT60  Analyzer 
you  perform  key  chemistry 


tests  in  your  own  office 
instead  of  using  an  out- 
side laboratory.  Available 
tests  include  glucose, 
cholesterol,  triglycerides, 
BUN,  uric  acid,  sodium, 
and  potassium,  with  total 
hemoglobin  and  bilirubin 
coming  soon. 

The  time  you  need 

Get  test  results  in  five 
minutes  or  less;  perform 


up  to  75  tests  an  hour. 
Save  time  waiting  for 
results  to  assist  in  your 
diagnosis,  and  on  follow- 
up phone  calls. 

The  accuracy 
you  need 

The  DT60  Analyzer  uses 
proven  technology  and 
methodology  from  the 
KODAK  EKTACHEM  400 
and  700  Analyzers,  which 


arovide  millions  of  accurate, 
Drecise  results  to  clinical 
aboratories  nationwide. 

The  simplicity 
you  need 

The  DT60  Analyzer,  com- 
pact as  a personal  com- 
puter, features  dry  slide 
technology  to  eliminate 
wet  reagents.  It  is  auto- 
mated to  free  up  your 
staff,  and  training  takes 


only  minutes.  From  the 
finger-stick  sample  to 
results  printout,  the  DT60 
Analyzer  is  simplicity  itself. 

To  see  what  the  DT60 
Analyzer  can  do  for  you, 
write  Eastman  Kodak  Com- 
pany, Dept.  740-B,  343  State 
Street,  Rochester,  NY  14650, 
or  call  1 800  44KODAK, 
Ext  423(1  800  445-6325, 
Ext  423)  today. 


Leading  the  way  in  healthcare 
__  technology  for  over  100  years. 

KODAK  EKTACHEM 
Clinical  Chemistry  Products 
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The  abundant 
“pennies”  you  can 
save  on  a 
PLICO  HEALTH 
policy  would  bring 
a broad  smile  to 
the  face  of  any 
modern-day  Ben 
Franklin. 

For  example:  A 
two-doctor  clinic 
with  four  employees  may 
be  paying  up  to  $3,000  a 
year  too  much  if  they’re 
buying  health  insurance 
from  any  source  other  than 
PLICO. 

How  does  PLICO  do  it? 

It’s  simple.  PLICO 
HEALTH  combines  the 
lowest  overhead  available 
with  a break-even  pricing 
strategy.  The  result  is  an 
economical  health  insurance 
policy  that’s  embarrasing  our 
competition. 


□ 


oj 

HEALTH 


PLICO  HEALTH 
now  protects  15,000 
physicians,  employees 
and  dependents. 
They’re  buying  the  best 
health  insurance  product  in 
the  land  at  a collective 
premium  savings  of  over 
$3,000,000  a year! 

We  hope  you  will  want  to 
know  more  about  PLICO’s 
big-hearted  health  insurance 
program  and  its  miserly 
premium  rates.  If  so,  please 
call  our  Sales  and  Service 
Department  to  set  up  an 
evaluation  meeting  at  a time 
and  place  convenient  to 
you. 


a product  of 

THE  PHYSICANS  LIABILITY 
INSURANCE  COMPANY 
P.O.  Box  18171 
Oklahoma  City,  OK  73154 
405  843-0215 
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Endoscopic  Laser  Therapy 
in  the  Palliative  Treatment  of 
Colorectal  Carcinoma 
A Case  Report 


MARK  H.  MELLOW,  MD 
GRETCHEN  A.  McCOY,  MD 

In  selected  cases,  palliation  of  colorectal 
cancers  can  be  accomplished  nonsurgically 
with  the  use  of  endoscopic  laser  therapy. 

In  the  United  States,  carcinoma  of  the  colon 
and  rectum  is  currently  the  third  most  com- 
mon tumor  in  men  and  the  second  most  common 
in  women.  Despite  advances  in  screening 
techniques  (eg,  stool  hemoccult  testing,  air  con- 
trast barium  enema,  fiberoptic  colonoscopy),  a 
disappointing  number  of  patients  with  colorec- 
tal carcinoma  have  disease  which  has  spread 
beyond  the  confines  of  the  colon  at  time  of  diag- 
nosis. Approximately  35%  of  all  patients  coming 
to  surgery  are  found  to  have  disease  spread  to 
at  least  the  regional  lymph  nodes.  A sizable 
proportion  of  these  patients  have  widespread 
intra-abdominal,  hepatic,  and/or  pulmonary 
metastases;  median  survival  from  time  of 
laparatomy  is  approximately  8 months.12  Local 
resection  of  the  involved  colon  is  still  considered 
to  be  the  treatment  of  choice  in  these  patients. 

The  division  of  gastroenterology,  The  Oklahoma  City  Clinic,  and  Presbyterian 
Hospital,  Oklahoma  City,  Oklahoma. 

Journal  / November  1984  / Volume  77 


The  rationale  for  surgical  treatment  of  the 
primary  colonic  lesion  in  far  advanced  disease 
includes:  (1)  relief  and/or  prevention  of  intralu- 
menal  obstruction;  (2)  prevention  and/or  treat- 
ment of  bleeding;  and  (3)  “de-bulking”  of  tumor 
mass.  While  the  logic  for  palliative  surgical 
treatment  is  sound,  there  are  numerous  draw- 
backs to  the  operative  approach.  Advanced  age, 
coexistent  medical  conditions,  and  frequently 
poor  nutritional  status  contribute  to  a relatively 
high  morbidity  and  mortality  for  palliative 
surgery  in  many  patients  with  far  advanced  col- 
orectal disease.  In  addition,  a sizable  minority 
of  patients  who  undergo  surgical  exploration 
with  far  advanced  disease  are  found  to  be  unre- 
sectable.  In  others,  if  resection  is  technically 
feasible,  temporary  or  permanent  colostomy  is 
required. 

The  consequences  of  colostomy  are  often  de- 
vastating, both  to  the  patient  and  to  his  family. 
Until  recently,  there  has  been  no  acceptable  al- 
ternative to  operative  management  in  the  pa- 
tient with  far  advanced  colorectal  carcinoma. 
Recently,  it  has  been  shown  that  vaporization 
of  malignant  tissue  can  be  accomplished  via 
laser  energy  applied  through  a fiberoptic  endo- 
scope. Success  has  been  reported  in  establishing 
an  adequate  lumen  in  previously  obstructed 
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malignant  lesions  involving  the  esophagus,  gas- 
troesophageal junction,  and,  in  a few  cases,  the 
colon.36  We  report  on  a patient  with  far  ad- 
vanced colonic  carcinoma  who  underwent  suc- 
cessful palliative  endoscopic  laser  therapy. 

CASE  REPORT 

The  patient  is  a 78-year-old  white  female  referred 
to  Presbyterian  Hospital  for  evaluation  of  abdominal 
pain  and  a partially  obstructing  lesion  of  the  sigmoid 
colon.  The  patient  and  family  described  increasing 
lower  abdominal  cramping  pain  over  several  months 
prior  to  admission.  The  pain  was  associated  with 
audible  bowel  sounds  and  some  abdominal  disten- 
tion, generally  occurring  after  eating.  She  was  ini- 
tially noted  to  have  guaiac  positive  stools  and 
anemia,  and  barium  enema  revealed  an  “apple-core” 
lesion  of  the  sigmoid  colon  with  marked  lumenal 
narrowing. 

Review  of  systems  revealed  history  of  hyperten- 
sion, congestive  heart  failure,  and  moderate  organic 
brain  syndrome.  Chest  x-ray  revealed  the  presence 
of  multiple  noncalcific  pulmonary  nodules,  consis- 
tent with  metastases.  A liver-spleen  scan  likewise 
showed  several  large  filling  defects. 

Flexible  colonoscopic  examination  revealed  a 
polypoid  circumferential  obstructing  lesion  at  20  cen- 
timeters from  the  anus.  The  lesion  was  very  friable, 
and  lumenal  obstruction  was  such  that  the  pediatric- 
type  colonoscope  (diameter  10  mm)  could  not  be 
passed  initially.  Biopsies  obtained  were  positive  for 


Fig  1.  The  laser  fiber,  encased  in  a quartz  waveguide,  is 
passed  through  the  biopsy  channel  of  a colonoscope.  The 
fiber  is  positioned  in  direct  proximity  to  the  target  tissue,  so 
that  energy  may  be  delivered  at  a very  localized  area,  thus 
diminishing  the  chance  for  damage  to  adjacent  normal  tissue. 


the  presence  of  adenocarcinoma.  Laboratory  data  re- 
vealed a hemoglobin  of  10.3,  alkaline  phosphatase 
elevation  of  129  IU/L  (normal  < 90),  LDH  222  IU/L. 
Pulmonary  function  studies  revealed  a decreased 
FEV-1. 

While  surgical  palliative  resection  was  initially 
considered,  it  became  apparent  that  because  of  the 
patient’s  overall  poor  general  health,  apparent  dif- 
fuse metastases,  and  moderate  organic  cerebral  syn- 
drome, an  alternative  to  surgery,  with  its  attendant 
morbidity  and  mortality,  would  be  desirable.  Endos- 
copic laser  therapy  was  then  undertaken.  Standard 
colonoscopic  preparation  was  utilized  (liquid  diet 
with  nutritional  supplements,  laxatives,  and  cleans- 
ing enemas). 

Laser  treatment  was  performed  with  the 
Nd:YAG  laser  (Molectron  Medical),  using  a quartz 
waveguide,  passed  through  the  biopsy  channel  of  a 
colonoscope  (Olympus  LB-3).  Standard  endoscopic 
premedication  and  standard  endoscopic  techniques 
were  utilized.  A laser  beam  was  directed  at  the  de- 
sired tissue  site  at  a treatment  distance  of  approxi- 
mately 0.5  centimeters,  utilizing  a power  output  of 
85  to  100  watts  (Fig  1).  Low  coaxial  carbon  dioxide 
flow  was  utilized  to  cool  the  fiber  tip,  clear  debris, 
and  to  assure  a noncombustible  ambient  intracolonic 
atmosphere.  The  coaxial  C02  was  removed  by  means 
of  a recirculation  system  attached  to  the  suction 
channel  of  the  colonoscope. 

Treatment  was  initiated  at  the  most  proximally 
accessible  area  of  tumor  (ie,  most  distant  from  the 
anus)  and  was  continued  distally  towards  the  anus 
at  each  session.  Treatment  was  performed  every 
other  day  (Monday,  Wednesday,  Friday).  Treatment 
was  continued  until  easy  passage  of  the  endoscope 
beyond  the  previous  obstruction  was  possible. 

Vaporization  of  the  intralumenal  tumor  mass 
was  accomplished  with  the  use  of  the  YAG  laser  in 
four  treatment  sessions,  spanning  a total  of  seven 
days.  At  the  completion  of  treatment,  the  colonoscope 
was  easily  passed  beyond  the  previously  occluded 
colonic  segment  into  the  more  proximal  colon  (Fig 
2).  The  axial  length  of  the  tumor  extended  from  20 
to  30  cm  from  the  anus.  At  the  completion  of  treat- 
ment, the  patient  was  able  to  ingest  a normal  diet 
without  abdominal  symptoms  and  left  the  hospital 
for  home. 

Follow-up  has  been  maintained  for  three 
months.  On  monthly  endoscopic  evaluation,  her  col- 
onic lumen  remains  widely  patent  with  no  major 
increase  in  intralumenal  tumor  bulk  or  bleeding. 
She  has  maintained  a normal  hemoglobin,  at  12.9 
grams  percent.  We  plan  laser  retreatment  for  the 
eventual  expected  intralumenal  tumor  recurrence. 

DISCUSSION 

This  case  illustrates  the  potential  use  of  laser 
tissue  vaporization  in  the  nonoperative  man- 
agement of  obstructing  colorectal  carcinoma  in 
the  patient  with  far  advanced  metastasis.  In 
this  case,  the  goals  of  surgical  management, 
that  is,  relief  of  obstruction,  prevention  of  bleed- 
ing, and  primary  tumor  debulking,  have  been 
fulfilled  with  endoscopic  laser  treatment.  Proce- 
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Fig  2.  Endoscopic  photograph  of  the  colonic  lumen  in  our  patient.  On  the  Left,  before  treatment,  showing  almost  total  lumenal 
occlusion;  on  Right,  after  completion  of  laser  therapy,  one  week  after  start  of  treatment. 


dure-associated  morbidity  in  our  patient  was 
essentially  no  different  from  that  of  routine  left- 
sided flexible  colonoscopy.  We  used  an  Nd:YAG 
laser  for  tumor  tissue  vaporization.  The  YAG 
laser  differs  from  the  other  medically  available 
lasers  (C02,  Argon)  in  that  it  has  a considerably 
greater  depth  of  tissue  penetration.  Therefore, 
it  has  the  capacity  to  destroy  more  tumor  tissue. 

The  use  of  endoscopic  laser  in  the  treatment 
of  obstructing  intralumenal  gastrointestinal 
malignancies  is  new,  and  the  experience,  thus 
far,  is  quite  limited.  In  1982,  Fleischer  reported 
the  first  use  of  endoscopic  YAG  laser  treatment 
for  obstructing  neoplasms  of  the  esophagus  and 
gastroesophageal  junction  in  the  United 
States.3  At  the  recent  International  Laser  Con- 
gress of  Surgery  and  Medicine,  he  reported  his 
experience  on  the  use  of  this  palliative  tech 
nique  in  40  patients  with  far  advanced 
esophageal  and  gastroesophageal  malignan- 
cies.7 Mellow  et  al  reported  on  their  experience 
in  a similar  group  of  24  patients.8  Endoscopic 
laser  treatment  was  successful  in  rapidly  estab- 
lishing lumenal  patency  in  almost  all  patients. 
In  addition,  treatment  could  be  repeated  for 
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intralumenal  tumor  recurrence.  Overall,  mor- 
bidity was  low.  No  patient  developed  signs  of 
sepsis  or  bleeding.  Esophageal  perforation  with 
resultant  tracheoesophageal  fistula  has  been 
the  sole  significant  complication  (8%  of  pa- 
tients). 

Although  considerably  less  experience 
with  the  technique  of  laser  treatment  and 
obstructing  colorectal  carcinoma  has  been  re- 
ported, the  early  results  have  been  similarly 
encouraging.  Clearly  the  use  of  endoscopic  laser 
therapy  is  not  innocuous.  It  requires  an  experi- 
enced operator  as  well  as  an  experienced  team 
of  assistants  trained  in  gastrointestinal  study 
techniques. 

At  the  present  time,  endoscopic  laser  treat- 
ment for  colorectal  carcinomas  could  be  consi- 
dered in  the  following  clinical  settings.  First, 
as  demonstrated  in  our  patient  with  far  ad- 
vanced metastatic  disease,  intralumenal  laser 
treatment  might  prove  to  be  a preferable  alter- 
native to  palliative  operative  management,  as 
it  may  relieve  obstruction  and  prevent  bleeding 
without  the  attendant  morbidity  and  mortality 
of  laparotomy,  resection,  and/or  colostomy.  Sec- 
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ond,  vaporization  of  an  obstructing  lesion  might 
allow  proper  bowel  preparation  and  steriliza- 
tion, precluding  the  need  for  a two-stage  oper- 
ation with  temporary  colostomy. 
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Toxic  effects  of  OTC  stimulants  reported 

Over-the-counter  stimulants  (decongestants,  appetite  suppres- 
sants, and  so-called  “legal  stimulants”)  can  produce  toxic  ef- 
fects, according  to  Paul  Pentel,  MD,  of  the  University  of  Min- 
nesota School  of  Medicine  in  Minneapolis.  Writing  in  the  Jour- 
nal of  the  American  Medical  Association  (JAMA),  he  says,  “The 
most  important  toxic  effect  ...  is  hypertension,  which  may 
result  in  hypertensive  encephalopathy  (headache,  convulsions, 
coma)  or  intracerebral  hemorrhage.”  Other  effects  include 
tachyarrhythmias,  agitation,  and  seizures.  Effects  often  result 
from  overdose  or  drug  interactions. 


386 


Oklahoma  State  Medical  Association 


scientific 


JOURNAL 


Haemophilus  aphrophilus 
Endocarditis 


TODD  PRICE,  MD 
LARRY  EDWARDS,  MD 

Haemophilus  aphrophilus  endocarditis  has 
been  associated  with  several  predisposing 
factors  including  diabetes  mellitus,  as  re- 
ported here. 

Haemophilus  aphrophilus  endocarditis 
is  rare.  Factors  which  have  been  associated 
with  Haemophilus  aphrophilus  endocarditis  in- 
clude periodontal  disease  and  close  association 
with  pets.  A high  incidence  of  embolization  with 
complicating  brain  abscesses  has  been  de- 
scribed with  this  organism.  Predisposing  factors 
for  Haemophilus  aphrophilus  endocarditis  have 
included  diabetes  mellitus  and  pre-existing 
heart  disease,  although  the  organism  has  been 
reported  to  infect  previously  normal  valves.  We 
report  a case  of  endocarditis  due  to  Haemophilus 
aphrophilus  in  a Type  II  diabetic  who  had  mod- 
erate periodontal  disease,  recent  dental  pain, 
bleeding  gums,  close  association  with  four  fam- 
ily pets,  and  no  previous  known  heart  murmurs. 
Echocardiography  revealed  late  systolic  mitral 
prolapse.  Ampicillin  sensitivity  was  variable  as 
has  been  noted  by  others.  Treatment  consisted 
of  moxalactam  and  tobramycin  for  six  weeks 
and  periodontal  currettement. 
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Haemophilus  endocarditis  is  rare,  occur- 
ring in  less  than  one  percent  of  all  reported 
cases  of  endocarditis.  Haemophilus  aphrophilus 
has  been  implicated  in  over  sixty  cases  of  en- 
docarditis since  first  identified  in  1940. 1 

CASE  REPORT 

A 58-year-old  man  with  no  history  of  previous  heart 
murmur  and  a ten-year  history  of  diet-controlled 
diabetes  mellitus  presented  with  a two-and-one-half 
weeks  history  of  general  malaise.  The  onset  of  shak- 
ing chills,  sweats,  and  headaches  began  two  weeks 
prior  to  admission  at  which  time  his  physician  noted 
a Grade  II/VI  systolic  murmur  with  temperature  of 
101.4  F.  He  was  treated  sequentially  with  a five-day 
course  of  erythromycin  followed  by  five  days  of  penicil- 
lin by  his  family  physician  after  which  time  his 
symptoms  recurred,  and  he  was  referred  for  consulta- 
tion. 

The  patient  was  exposed  to  four  family  pet  dogs, 
experienced  bleeding  of  his  gums  when  he  brushed 
his  teeth,  and  had  no  recent  visits  to  a dentist.  He 
had  experienced  intermittent  diplopia  for  two  weeks 
prior  to  admission. 

Admitting  examination  revealed  a toxic-appear- 
ing elderly  white  male  undergoing  a rigor  with  a 
temperature  of  105.2  F,  blood  pressure  116/58mmHg, 
pulse  120  and  regular,  and  respirations  14  per  min- 
ute and  regular.  Significant  abnormal  physical 
findings  included:  moderate  periodontal  disease  with 
edema,  hyperemic  interpapillar  areas,  moderate  cal- 
culus deposition  on  the  teeth  and  2 to  4 mm  pocket 
ing,  a black  splinter  hemorrhage  was  noted  in  the 
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nail  bed  of  the  right  index  finger,  a Grade  IV/VI 
holosystolic  murmur  with  a decrescendo  component 
at  the  apex,  an  abdominal  aortic  bruit,  and  a spleen 
percussible  at  the  left  costal  margin  with  a palpable 
tip. 

Laboratory  results  included:  10,500  WBC’s  with 
79%  segs,  16%  bands,  3%  lymphs,  and  2%  monos; 
hemoglobin  10.9  g/dl;  hematocrit  29.9%,  with  normal 
indices;  glucose  105  mg/dl;  iron  14  mg/dl;  alkaline 
phosphatase  148  u/1;  sodium  137  mEq/1;  potassium 
4.6  mEq/1;  chloride  99  mEq;  C02  24  mEq/1: 
urinalysis  was  within  normal  limits  and  erythrocyte 
sedimentation  rate  116  mm/hr. 

Computerized  axial  tomography  of  the  brain  was 
normal.  M-mode  and  2-D  echocardiogram  showed 
echoes  on  the  anterior  mitral  leaflet  compatible  with 
vegetations,  late  systolic  mitral  prolapse,  and  left 
ventricular  hypertrophy  and  dilatation  (Figs  1 and 
2). 

A Gram’s  stain  of  dental  plaque  and  gingival 
scrapings  revealed  WBC’s  with  gram-negative 
pleomorphic  rods,  gram-positive  cocci  and  gram- 
negative diplococci.  Three  haemophilus  strains  were 
isolated  on  culture,  all  of  which  gave  negative  results 
to  fermentations  with  dextrose,  maltose,  sucrose,  and 
lactose;  all  required  V factor  and  were  sensitive  to 
all  tested  antibiotics.  One  of  four  gingival  and  dental 
scrapings  of  the  four  family  dogs  grew  a gram-nega- 
tive rod,  identified  as  Haemophilus  aphrophilus  by 
the  criteria  of  Sutter  and  Finegold  and  the  American 
Society  of  Microbiology.2  3 Urine  cultures  showed  no 
growth  at  48  hours.  Five  of  five  blood  cultures  grew 
gram-negative  rods  subsequently  identified  as 
Haemophilus  aphrophilus.  This  organism  was  vari- 
ably sensitive  to  ampicillin  and  was  sensitive  to 
moxalactam.  Serum  static  and  cidal  levels  and  com- 
bination antibiotic  studies  could  not  be  performed 
due  to  slow  growth  of  the  organism.  Identification  of 
the  organism  and  its  slow  growth  were  confirmed  by 
a reference  laboratory  at  the  University  of  Oklahoma. 


DISCUSSION 

Haemophilus  aphrophilus  is  a gram  negative, 
nonmotile,  pleomorphic  coccobacillus  which 
produces  filamentous  and  “bent”  forms  on  sub- 
culture and  is  fastidious  and  slow  growing  as 
a rule.  It  grows  best  in  10%  C02  and  there  is 
strain  variability  for  X and  V factors.  It  fer- 
ments glucose,  sucrose,  maltose,  and  lactose 
and  is  catalase  and  oxidase  negative.  In  the 
present  case,  five  of  five  blood  cultures  grew 
Haemophilus  aphrophilus  as  did  one  mouth  cul- 
ture from  one  of  the  dogs.  Root  and  coworkers 
isolated  Haemophilus  aphrophilus  from  dental 
scrapings  of  an  endocarditis  patient  with 
periodontal  disease.4  In  the  reported  cases  of 
Haemophilus  aphrophilus  endocarditis,  eight 
patients  had  close  association  with  dogs;  of 
these,  five  pet  dogs’  oral  mucosa  were  cultured, 
and  three  of  them  were  positive  for  Haemoph- 
ilus aphrophilus .5 


Fig  1. 


LINEAR 
15  CM 
45  IPS 


Apical  4 channel 
view  showing 
dense  echoes 
surrounding 
mitral  value 


Fig  2. 


Predisposing  factors  for  Haemophilus  aph- 
rophilus endocarditis  include  chronic  infec- 
tions, pre-existing  heart  disease,  malignancy, 
surgery,  corticosteroid  therapy  and  diabetes.6 
Our  patient  had  mitral  valve  prolapse  and  Type 
II  diabetes  controlled  by  diet  for  the  previous 
10  years,  but  exacerbated  during  the  present 
infection. 

Embolic  phenomena  with  complicating 
brain  abscesses  continue  to  be  a major  compli- 
cation of  Haemophilus  endocarditis.6  In  a recent 
review  of  24  cases  of  brain  abscesses  secondary 
to  septic  emboli  with  Haemophilus  aphrophilus 
four  occurred  in  documented  endocarditis  pa- 
tients.6 Our  patient’s  history  of  diplopia,  in  spite 
of  a negative  CAT  scan  of  the  brain,  caused  us 
to  select  an  antibiotic  that  could  cross  the  blood- 
brain  barrier. 

Because  of  variable  sensitivity  to  ampicil- 
lin and  his  complaints  of  diplopia,  we  elected 
to  treat  him  with  moxalactam  2 gm  IV  every 
six  hours  for  six  weeks.  In  addition,  tobramycin 
was  added  for  possible  synergism.  Early  in  the 
course  of  treatment,  he  became  hyperglycemic 
with  blood  glucose  up  to  395  mg%  and  required 
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up  to  24  units  of  insulin  per  day,  but  as  his 
treatment  continued,  he  returned  to  eugly- 
cemia.  This  was  associated  with  voluntary 
weight  loss  of  10  pounds.  Periodontal  curette- 
ment  and  dental  cleaning  was  done  early  in  the 
hospitalization  under  the  same  antibiotic  cover- 
age. Erythrocyte  sedimentation  rate  on  day  16 
was  88  mm/hr  and  declined  to  normal  by  the 
42nd  day  of  hospitalization. 

SUMMARY 

A case  of  endocarditis  due  to  Haemophilus  aph- 
rophilus  in  a Type  II  diabetic  who  had  moderate 
periodontal  disease,  recent  dental  pain,  bleed- 
ing gums,  and  close  association  with  a pet  dog 
from  which  the  organism  was  grown  from  the 
mouth  is  reported.  Echocardiography  revealed 
a late  systolic  mitral  valve  prolapse  as  well  as 
vegetations  on  the  anterior  mitral  leaflet.  Cure 
was  obtained  with  six  weeks’  treatment  with 
moxalactam  and  tobramycin.  The  patient  is 
doing  well  two  years  after  completion  of  treat- 
ment. 
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Coming  in  December  . . . 

Papers  scheduled  for  publication  in  the  December  issue  of  The 
Journal  of  the  Oklahoma  State  Medical  Association  include 
reports  on  popliteal  artery  injury,  the  pharmacology  of  glucocor- 
ticoids, and  the  chronically  mentally  ill.  Also  scheduled  is  a 
special  article  about  Sir  Arthur  Conan  Doyle,  the  creator  of 
Sherlock  Holmes. 
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Appendicitis  in  Pregnancy 


WILLIAM  C.  LINE  AWE  AVER,  MD 

Appendicitis,  the  most  common  surgical 
complication  of  pregnancy,  must  always  be 
considered  when  evaluating  abdominal 
symptoms  in  a pregnant  patient. 

Appendicitis  in  pregnancy  should  be  con- 
sidered with  any  increase  in  gastroin- 
testinal symptoms  or  localization  of  abdominal 
pain.  Minimal  laboratory  or  radiologic  studies 
are  required.  Prompt  surgical  exploration  is  in- 
dicated when  appendicitis  is  suspected;  morbid- 
ity with  an  inflamed  or  normal  appendix  is  min- 
imal, while  perforated  appendices  are  as- 
sociated with  a 36%  rate  of  fetal  loss  and  an 
occasional  maternal  death.  Operative  tech- 
nique, antibiotic  use,  and  anesthetic  technique 
are  minimally  modified  during  pregnancy. 

INTRODUCTION 

When  appendicitis  occurs  in  pregnancy,  it 
does  not  acquire  any  unusual  characteristics  of 
presentation  or  progression  except  for  potential 
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changes  in  appendiceal  position  late  in  gesta- 
tion. The  clinical  and  laboratory  findings  of  ap- 
pendicitis must,  however,  be  carefully  distin- 
guished from  the  physical  and  symptomatic 
overlays  of  pregnancy.  I recently  managed  a 
female  medical  student  who  expertly  performed 
this  clinical  exercise  in  evaluating  the  onset  of 
abdominal  pain  during  her  own  pregnancy. 

CASE  REPORT 

The  patient  was  a 25-year-old  female  senior  medical 
student  six  weeks  into  her  first  pregnancy.  She  had 
had  intermittent  nausea  during  these  six  weeks,  and 
had  recently  suffered  an  episode  of  gastroenteritis 
characterized  by  nausea,  vomiting,  diarrhea,  and 
cramping  abdominal  pain.  Twenty- four  hours  prior 
to  admission,  she  noticed  increased,  persistent 
nausea  and  intermittent,  dull  periumbilical  pain. 
The  pain  migrated  to  her  right  lower  abdominal 
quadrant  and  became  constant.  She  remained  afe- 
brile. 

With  the  onset  of  constant  pain,  she  went  to  the 
student  infirmary  and  ordered  a complete  blood  count 
and  a urinalysis.  Her  urine  was  clear;  her  white  blood 
count  was  16,000  cells/mm3.  She  then  contacted  the 
obstetrician  following  her  pregnancy,  who  examined 
her  and  found  no  uterine  or  adnexal  abnormalities. 

A surgeon  was  consulted,  and  his  examination 
was  positive  only  for  marked,  localized  right  lower 
quadrant  abdominal  pain.  He  concurred  with  the  pa- 
tient’s diagnosis  of  appendicitis.  After  administra- 
tion of  two  grams  of  intravenous  cefoxitin  and  spinal 
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anesthesia,  an  inflamed  appendix  was  removed 
through  a transverse  (Fowler- Weir1)  right  lower  quad- 
rant incision.  Postoperative  recovery  was  uncompli- 
cated. The  patient’s  pregnancy  has  now  gone  on  to 
its  third  trimester  without  complication. 

DISCUSSION 

Incidence.  Appendicitis  is  the  commonest 
surgical  emergency  encountered  in  pregnancy. 
Hamlin  et  al  found  that  appendicitis  accounted 
for  40%  of  emergency  explorations  performed 
among  92,772  pregnancies  in  a 32-year  period.2 
A cumulative  review  of  500,000  deliveries  re- 
vealed an  incidence  of  one  case  of  appendicitis 
per  1,500  deliveries. 3 This  incidence  of  appen- 
dicitis is  no  different  than  in  nonpregnant 
females  of  child-bearing  age. 4,5  Appendicitis  ap- 
pears in  each  trimester  of  pregnancy  with  simi- 
lar frequency.3  Pregnancy,  therefore,  appears  to 
have  no  direct  influence  on  the  occurrence  of 
appendicitis. 

Symptoms,  signs,  physical  examination.  In- 
termittent nausea,  vomiting,  and  abdominal 
discomfort  are  common  complaints  found 
throughout  pregnancy.  An  intensification  of 
these  symptoms,  localization  of  abdominal  pain, 
and/or  temperature  elevation  should  prompt  a 
careful  examination  and  consideration  of  appen- 
dicitis. 

Almost  all  appendicitis  in  the  first  two  tri- 
mesters produces  abdominal  pain  that  localizes 
to  the  lower  right  quadrant.  Not  until  the  third 
trimester  does  the  often-discussed  shift  in 
localization  occur  coincident  with  physical  dis- 
placement of  the  cecum.6  Even  then,  one-third 
of  patients  will  still  have  lower  right  quadrant 
pain.  The  other  two-thirds  may  have  flank  pain, 
upper  right  quadrant  pain,  or  diffuse  tender- 
ness. Physical  examination,  including  pelvic 
and  rectal  examination,  should  be  directed  to- 
ward precise  location  of  the  patient’s  tenderness 
and  should  specifically  look  for  evidence  of 
biliary  tract  disease,  uterine  and  adnexal  ab- 
normalities, perirectal  disease,  and  urinary 
tract  disorders. 

Laboratory  evaluation.  If  symptoms  and 
physical  findings  indicate  appendicitis,  mini- 
mal laboratory  studies  are  required.  X-rays 
of  the  abdomen  and  chest  are  not  required  un- 
less specifically  indicated,  eg,  if  pneumonia  is 
suspected.  White  blood  counts,  which  can  be 
normally  as  high  as  13,000  cells/mm3  in  preg- 
nancy,3 are  customarily  obtained,  but  should 
be  interpreted  in  the  context  of  the  patient’s 
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physical  findings:  normal  counts  do  not  exclude 
significant  infections.  Catheterized  urine 
should  be  examined  for  evidence  of  pyelone- 
phritis, the  most  common  disorder  underlying 
negative  appendectomies  in  pregnancy.  3 Un- 
less there  are  great  numbers  of  white  cells,  how- 
ever, pyelonephritis  as  a cause  of  significant 
abdominal  pain  should  be  considered  only  with 
caution.7  If  the  clinical  findings  suggest  biliary 
disease  or  an  adnexal  mass,  ultrasonography  is 
a logical  first  resort  because  of  its  ability  to 
delineate  gallbladder  abnormalities,  ectopic 
pregnancies,  or  other  pelvic  lesions.  Occasion- 
ally a fortuitous  ultrasound  examination  can 
detect  an  inflamed  appendix.8 

Antibiotics.  Preoperative,  prophylactic  anti- 
biotics are  not  universally  accepted  as  useful 
adjuncts  to  appendectomy;  however,  the  widely 
reported  10%  incidence  of  postappendectomy 
wound  infection9  has  led  to  prospective  trials 
that  have  demonstrated  decreased  wound  infec- 
tion rates  following  preoperative  administra- 
tion of  cefoxitin,10  cephaloridine,11  gentamyicin 
and  clindamycin,12  ampicillin  and  met- 
ronidazole,13 and  intravenous14  and  intrarec- 
tal15  metranidazole  alone.  Currently,  amino- 
glycosides, tetracyclines,  metronidazole,  and 
sulfonamides  are  not  recommended  during 
pregnancy.16  Cefoxitin  offers  adequate  cover- 
age, documented  clinical  efficacy,  and  no  con- 
traindication in  pregnancy;  it  therefore  repre- 
sents a rational  choice  for  chemoprophylaxis  in 
appendicitis  during  pregnancy. 

Anesthesia.  General  anesthesia  has  not  been 
found  to  contribute  significantly  to  fetal  loss  or 
damage  and  should  not  be  considered  as  con- 
traindicated in  pregnancy.17  If  spinal  anes- 
thesia is  elected,  hypotension  must  be  meticu- 
lously avoided,  since  hypotension  represents  a 
real  fetal  risk.  The  choice  of  anesthesia  should 
be  discussed  in  detail  with  the  patient  and  the 
anesthesiologist.  There  is  no  evidence  that  spi- 
nal anesthesia  is  safer  than  general  anesthesia 
for  the  pregnant  woman  or  the  fetus;  therefore, 
spinal  anesthesia  should  not  be  chosen  if  it  com- 
promises operative  exposure  or  patient  toler- 
ance. 

Operative  technique.  A transverse,  muscle- 
splitting incision1  made  over  the  point  of  ten- 
derness allows  both  best  exposure  of  the  appen- 
dix, wherever  it  may  be,  and  ready  medial  and 
lateral  extension  if  needed.  This  incision  was 
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most  frequently  recommended  in  a survey  of 
surgery  residency  programs.18 

The  technique  of  appendectomy  is  un- 
changed by  the  circumstances  of  pregnancy.  In 
cases  of  gangrene  or  perforation,  the  appendix 
should  be  removed,  a fascial  closure  performed, 
and  the  skin  and  subcutaneous  tissue  left  open. 

Complications.  Fetal  loss  is  directly  related 
to  the  presence  of  peritonitis.  In  the  large  cumu- 
lative series  of  333  cases  of  appendicitis  previ- 
ously cited,3  fetal  loss  among  263  women  with 
nonperforated  appendicitis  was  1.5%,  while 
36.0%  of  70  women  with  perforated  appendices 
lost  their  babies.  Three  women  in  the  second 
trimester  of  their  pregnancies  died  of  complica- 
tions related  to  their  appendiceal  perforations. 
In  contrast,  fetal  loss  occurred  in  only  1 of  86 
women  undergoing  appendectomy  which  re- 
vealed a normal  appendix. 

Wound  complication  rates  following  appen- 
dicitis are  no  different  in  pregnant  women  than 
in  nonpregnant  women.19  There  are  no  studies 
describing  the  effects  of  perioperative  anti- 
biotics or  any  particular  surgical  technique. 

Clearly,  the  risks  of  complications  to  the 
fetus  and  mother  are  a direct  result  of  appen- 
diceal perforation.  The  risks  associated  with  a 
negative  appendectomy  are  negligible.  A pre- 
sumptive diagnosis  of  appendicitis,  made  pri- 
marily on  history,  symptoms,  and  physical  find- 
ings, should  lead  to  a prompt  exploration. 
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surgery  at  the  University  of  California,  San  Fran- 
cisco. He  is  a 1972  graduate  of  the  University  of 
Florida  Collge  of  Medicine  and  is  board  certified 
in  general  surgery. 


I am  at  my  desk,  having  just  returned  from  seeing  a patient  . . . 
who  is  alive  and  at  the  moment  well  because  of  the  miracle 
of  medical  progress.  In  recalling  her  happiness  and  the  look 
of  gratitude  she  gave  me,  I cannot  help  reaching  out  in 
appreciation  to  those  persons,  some  known  to  me  and  many 
unknown,  whose  efforts  have  permitted  me  this, 
the  supreme  reward  of  the  physician. 

— Charles  L.  Hudson 
Journal  of  Medical  Education 
40:35,  1965 
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Nutrition  for  the  Practitioner  V 


Current  Concepts  in 
Nutrition: 

The  Vitamin  B Complex 


STEPHEN  R.  NEWMARK,  MD 

The  vitamin  B complex  is  a group  of  six 
water-soluble  vitamins  whose  deficiency 
can  occasion  such  disorders  as  malabsorp- 
tion states  and  alcoholism. 

The  vitamin  B “complex”  has  been  dem- 
onstrated to  consist  of  at  least  six  vitamins 
(thiamine,  niacin,  riboflavin,  pyridoxine, 
biotin,  and  pantothenic  acid)  that  are  important 
in  intermediary  metabolism  and  whose  defi- 
ciency produce  characteristic  signs  and 
symptoms.  Additional  “B”  vitamins  such  as  vi- 
tamin B12  and  folic  acid  are  described  in  a sepa- 
rate paper. 

Because  of  the  overlapping  signs  and 
symptoms  produced  by  the  deficiency  of  the  in- 
dividual components  of  the  vitamin  B complex, 
and  because  multiple  vitamin  deficiency  states 
are  usually  observed  as  opposed  to  the  defi- 
ciency of  a single  vitamin,  we  have  outlined  the 
salient  features  of  the  function,  metabolism, 
and  deficiency  states  of  these  vitamins.  It  is 
hoped  that  the  recognition  of  these  deficiency 
states,  particularly  in  patients  with  chronic  dis- 
ease, decreased  or  restricted  dietary  intake, 
malabsorption  states,  protein-calorie  malnutri- 

Southwestern  Metabolism  & Diabetes  Center,  Saint  Francis  Hospital,  Univer- 
sity of  Oklahoma  Tulsa  Medical  College,  Tulsa,  Oklahoma  74177. 
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tion,  or  unusual  drug  or  alcohol  intake  will 
facilitate  the  diagnosis  and  treatment  of  these 
disorders. 

FUNCTION  OF  B VITAMINS1 

Thiamine.  Coenzyme  in  oxidative  decarboxy- 
lation of  alpha-keto  acids  to  aldehydes  (Coen- 
zyme A).  Coenzyme  in  transketolation  reac- 
tions (generation  of  NADH).  Important  coen- 
zyme in  carbohydrate  metabolism  and  Krebs 
cycle. 

Niacin.  Forms  nicotinamide-adenine  dinu- 
cleotide (NAD)  and  nicotinamide-adenine  di- 
nucleotide phosphate  (NADPH).  Important  in 
electron  transfer  in  intracellular  respiratory  cy- 
cles. 

Riboflavin.  Forms  coenzyme  flavin  adenine 
dinocleotide  (FAD)  which  is  part  of  the  electron 
transport  cycle.  It  is  a coenzyme  in  amino  acid 
oxidases,  xanthine  oxidase,  purine  metabolism, 
oxidative  phosphorylation,  and  fatty  acid  oxida- 
tion. 

Pyridoxine.  The  vitamin  acts  as  a coenzyme 
in  synthesis  and  transfer  reactions  involving 
amino  acids,  of  which  the  most  important  are 
aminotransferase,  and  transaminase;  stabilizes 
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Table  1.  — “B”  Vitamins 

Sources 

Vitamin 

Grains 

Fruit 

Meat 

Dairy 

Vegetable 

Other 

Thiamine 

E 

G 

F 

P 

G 

Enriched  wheat  flour 

Niacin 

F 

F 

E 

P 

F 

T ryptophan  is  converted 

to  niacin 

Riboflavin 

P 

P 

P 

E 

E 

Found  in  animal  viscera 

Pyridoxine 

G 

F 

G 

G 

F 

Wide  spectrum  of  foods 

Biotin 

E 

G 

E 

E 

G 

Intestinal  bacteria 

synthesize  biotin 

Panothenic  Acid 

G 

G 

E 

E 

G 

Wide  spectrum  of  foods 

E-excellent;  G-good;  F-fair;  P-poor 

Table  2. — Recommended  Daily  Allowance2  3 

Pregnant 

Lactating 

Vitamin 

Men 

Women 

Women 

Women 

Children 

Infants 

Thiamine 

0.5  mg. 

0.5  mg/ 

0.9  mg/ 

1 .0  mg/ 

0.7-1. 5 mg 

0.3-0. 5 mg 

1000  kcal 

1000  kcal 

1000  kcal 

1000  kcal 

Niacin 

16-18  mg 

13-15  mg 

15-17  mg 

1 8-20  mg 

9-16  mg 

6.0  mg 

Riboflavin 

1 .4-1 .6  mg 

1.2-1 .3  mg 

1 .5-1 .8  mg 

1 .7-1 .8  mg 

0.8-1. 4 mg 

0.4-0. 6 mg 

Pyridoxine 

2.0  mg 

2.0  mg 

2.5  mg 

2.5  mg 

0.6-1. 2 mg 

0.3-0. 4 mg 

’Biotin 

0.15-0.30  p.g 

0.15-0.30  p.g 

'Pantothenic  Acid 

5-10  mg 

5-10  mg 

'Food  and  Nutrition  Board  has  suggested  that  these  doses  are  adequate  for  adults  and  children. 

Table  3.  — Deficiency  States3 

Vitamin 

Skin 

Neuromuscular  Cardiac 

Gastrointestinal 

Other 

Thiamine 

Peripheral  High  output 

neuropathy,  pain-  heart  failure 

ful  muscles, 

Wernicke's  Encephalo- 
pathy (ophthalmoplegia, 
ataxia,  nystagmus, 
coma),  memory  lapses, 
confabulation 

Anorexia,  constipation 

Niacin 

Dermatitis 
(body  orifices, 
exposed  surfaces) 
hands,  forearms, 
neck,  upper  torso 

Peripheral  neuropathy, 
depression,  delirium, 
dementia 

Diarrhea,  stomatitis 

Riboflavin 

Seborrheic 
dermatitis  (nose, 
scrotum) 

Angular  stomatitis, 
glossitis,  cheliosis 

Corneal  vascu- 
larization, 
anemia 

Pyridoxine 

Seborrhea, 
intertrigo 
under  breast 
and  on  moist  skin 
areas 

Anxiety,  insomnia, 
weakness,  peripheral 
neuropathy 

Angular  stomatitis, 
cheliosis.  glossitis, 
nausea,  vomiting 

Biotin 

Seborrheic 

dermatitis 

Muscle  pain, 
paresthesias 

Anorexia 

Pantothenic  Acid 

Paresthesias,  muscle 
cramps,  impaired 
coordination 

Nausea,  vomiting 
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Table  4.  — 

Laboratory  Diagnosis  of  Deficiency4 

Vitamin 

Blood  Level 

Urine  Level  (24h) 

Special  Tests 

Thiamine 

<10ng/ml 

<65  (xg/gm  creatinine 

T ransketolase  activity  is  de- 
creased and  is  increased  by 
thiamine  administration>  20% 
above  baseline. 

Niacin 

<2.8  ng/ml 

<0.5  mg/g  creatinine 

Riboflavin 

<80  ng/ml 

<70  M-g/g  creatinine 

Decreased  erythrocyte  glutathione 
reductase  (EGR)  activity  and  de- 
creased FAD  activity  is  common. 
Riboflavin  or  FAD  administration 
increases  EGR  activity  >1.4 
times  baseline  activity. 

Pyridoxine 

<30  ng/ml 

Erythrocyte  glutamate-oxalacetate 
transaminase  activity  is  decreased; 
tryptophan  loading  test  (urinary 
excretion  of  xanthurenic  acid 
750  mg)  after  administration  of 
tryptophan  is  diagnostic  of 
pyridoxine  deficiency. 

Biotin 

<10ng/100ml 

Pantothenic 

Acid 

<100  fig/IOOml 

Table  5.  — Treatment  of  Deficiency  States 

Vitamin 

Oral 

Parenteral 

Thiamine 

50  mg/day 

50-1 00  mg  IM  for  5-10  days 

Niacin 

300-500  mg/day 

1 00  mg  IV  per  day  for  5- 1 0 days 

Riboflavin 

10-1 5 mg/day 

10  mg  IV  per  day  for  5-10  days 

Pyridoxine 

30-50  mg/day 

20-50  mg  IV  per  day  for  5- 1 0 days 

Biotin 

0.20-0.60  mg/day 

0.200  mg  IV  per  day  for  5-1 0 days 

Pantothenic  Acid 

5-20  mg 

20.0  mg  IV  per  day  for  5- 1 0 days 

Note:  Except  for  malabsorption,  treatment  of  deficiency  states  can  be  achieved  using  the  oral  route.  Recommended  parenteral  doses  of  vitamins 

to  be  used  in  deficiency  states  have  not  been  standardized. 

phosphorylase  during  the  breakdown  of  glyco- 
gen to  glucose. 

Biotin.  Is  an  important  coenzyme  in  the  inter- 
mediary metabolism  of  carbohydrates,  proteins, 
and  fats.  Specific  coenzymes  are  pyruvate  car- 
boxylase, propionyl  CoA-carboxylase,  acetyl- 
CoA  carboxylase;  may  activate  folic  acid  in  fo- 
late-requiring reactions. 

Pantothenic  Acid.  Forms  part  of  coenzyme 
A which  is  involved  in  virtually  all  energy-re- 
quiring reactions  in  intermediary  metabolism. 
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CLINICAL  CONDITIONS  ASSOCIATED 
WITH  DEFICIENT 
VITAMIN  B COMPONENTS 


Thiamine.  Carbohydrate  increases  the  me- 
tabolism of  thiamine  and  may  precipitate  a de- 
ficiency state  if  the  prior  thiamine  tissue  level 
was  borderline.  Alcoholism  has  been  associated 
with  acute  thiamine  deficiency. 

Niacin.  INH  may  impair  the  conversion  of 
tryptophan  into  niacin.  In  the  carcinoid  syn- 

395 


drome,  tryptophan  is  diverted  into  serotonin 
products,  thus  decreasing  niacin  synthesis. 

Riboflavin.  Hepatic  disease  and  biliary  tract 
disease  reduce  gut  absorption.  Deficiency  has 
been  noted  in  states  of  rapid  growth  or  stress. 

Pyridoxine.  Isoniazid  (INH),  hydralazine,  and 
cycloserine  affect  absorption  and  metabolism. 
Pregnancy  or  estrogen  therapy  increases  the 
need  for  pyrodoxine. 

Biotin.  Raw  egg  white  contains  a glucopro- 
tein,  avidin,  which  binds  biotin  in  the  gut. 

Pantothenic  Acid.  No  known  drug  inhibits 
or  antagonizes  the  biological  activity. 


USES  OF  PHARMACOLOGICAL 
(SUPRA  REPLACEMENT)  DOSES 
OF  VITAMIN  B SERIES 

Thiamine.  There  are  no  known  uses  for  phar- 
macological doses  of  thiamine  other  than  treat- 
ment for  thiamine  deficiency  states.  Toxicity 
states  are  unknown. 

Niacin.  Large  doses  of  niacin  (100  mg-4000 
mg)  have  been  used  to  promote  vasodilation  and 
for  decreasing  cholesterol  and  triglyceride 
levels. 

Toxicity  states  consist  of  headache,  warmth 
or  flushing,  and  hepatic  cholestasis.  Large  doses 
may  impair  glucose  tolerance  by  a direct  effect 
on  islet  cells. 

Riboflavin.  There  are  no  known  uses  for 
pharmacological  doses  of  riboflavin  other  than 
treatment  of  riboflabin  deficiency  states.  Toxi- 
city states  are  unknown. 

Pyridoxine.  Supplementation  of  diet  with  30 
mg  of  pyridoxine  normalizes  tryptophan 
metabolism  in  patients  taking  INH  and  who 
are  pregnant  or  taking  oral  contraceptives.  Ad- 
ditional supplementation  may  be  required  in 
patients  taking  penicillamine. 

A group  of  pyridoxine-responsive  diseases 
are  known  to  respond  to  pharmacological  doses 
of  the  vitamin.  It  must  be  emphasized  that  these 
diseases  are  not  deficiency  states  but  represent 
an  altered  stability  of  the  vitamin  as  a coen- 


zyme. According  to  a recent  report,  phar- 
macological doses  of  pyridoxine  may  cause 
peripheral  neuropathy. 

Biotin.  There  are  no  known  pharmacological 
uses  for  biotin.  Toxicity  states  have  not  been 
proven,  although  peripheral  neuropathy  has 
been  associated  with  a small  number  of  patients 
taking  extremely  high  doses  of  biotin  ( > 1-10 
mg  per  day). 

Pantothenic  Acid.  There  are  no  known 
pharmacological  uses  for  pantothenic  acid.  Tox- 
icity states  are  unknown. 

USE  OF  PYRIDOXINE 

Cystathione  B-synthase  deficiency.  “Sta- 
bilizes” mutant  enzyme. 

Cystathionuria.  Large  doses  of  pyridoxine 
allow  interaction  with  mutant  coenzyme. 

Glutamic  Acid  Decarboxylase  deficiency. 

Decreases  binding  to  pyridoxine.  Increased 
pyridoxine  restores  cofactor  activity  and  allows 
normal  levels  of  gamma-amino  butyric  acid. 

Sideroblastic  anemia.  Abnormal  amino- 
levulinic acid  synthetase  blocks  production  of 
heme.  Administration  of  large  doses  of 
pyridoxine  (1000-2000  mg)  may  induce  a re- 
mission. 
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the  Oklahoma  State 

Department  of  Health 


Kindergarten  Immunization 
Survey — Oklahoma,  1983-84 


Each  year,  the  Oklahoma  State  Department  of  Edu- 
cation and  the  Oklahoma  State  Department  of 
Health  conduct  a survey  of  immunization  levels 
among  kindergartners  in  all  public,  private,  and 
parochial  schools.  As  of  January  31,  1984,  the  Im- 
munization Division  had  received  a completed  survey 


response  from  each  of  the  1,081  kindergartens  with 
a total  enrollment  of  48,152. 

Oklahoma’s  1983-84  kindergarten  class  was 
highly  immunized  prior  to  school  entry.  Of  the  48,152 
enrollees,  46,862  (97.3%)  met  minimum  immuniza- 
tion requirements  while  1,010  (2.1%)  had  records  that 
showed  they  lacked  one  or  more  doses  of  the  required 
vaccines.  Only  40  children  (0.1%)  were  admitted  with- 
out records,  attesting  to  the  vigor  and  enthusiasm 
with  which  school  officials  responded  to  the  school 
immunization  law  and  the  abolishment  of  the  grace 
period.  An  additional  240  (0.5%)  were  enrolled  with 
exemptions. 

When  compared  to  the  1982-83  survey  data, 
these  results  represent  a 1.6%  increase  in  overall 
kindergarten  immunity  levels.  These  excellent  levels 
of  protection  are  the  result  of  combined  efforts  of 
private  physicians,  schools,  county  health  depart- 
ments, and  the  Oklahoma  State  Department  of 
Health.  As  a result,  schools  have  been  virtually  elimi- 
nated as  a source  of  spread  for  those  diseases  prevent- 
able by  immunizations. 

The  following  table  summarizes  immunity  levels 
among  kindergartners  from  the  1983-84  survey. 


Immunization  Levels*  of  Kindergartners 
By  Region,  By  Vaccine,  and  Totals, 
Oklahoma,  1983-84 


Region 

DTP 

Polio 

Measles 

Rubella 

All  Antigens 

Northeast 

98.2 

98.0 

99.0 

99.0 

97.5 

Northwest 

97.9 

97.3 

99.0 

98.9 

96.8 

Southeast 

98.3 

98.2 

98.7 

98.7 

97.5 

Southwest 

98.6 

98.2 

99.1 

99.1 

97.7 

Totals 

98.2 

97.9 

99.1 

99.1 

97.3 

'Defined  as:  3 or  more  doses  DTP  vaccine.  3 or  more  doses  polio  vaccine  and  one  dose  each  measles  and  rubella  vaccines  administered  after  age  one 


Diseases  of 
Low  Frequency 

Total  to  Date 
This  Year 

ACQUIRED 

IMMUNE 

DEFICIENCY 

SYNDROME 

6 

BRUCELLOSIS 

4 

LEGIONNAIRES 

DISEASE 

15 

MALARIA 

8 

REYES 

SYNDROME 

14 

TOXIC  SHOCK 

SYNDROME 

10 

RABIES 

BECKHAM 

SKUNK  1 

KAY 

SKUNK  1 

KIOWA 

CAT  1 

PAYNE 

BAT  1 

POTTAWATOMIE 

SKUNK  1 

ROGERS 

BAT  1 

TILLMAN 

SKUNK  2 

WAGONER 

SKUNK  1 

DISEASE 

August 

TOTAL  TO  DATE 

1984 

This  Year 

Last  Year 

5 Yr.  Avg. 

AMEBIASIS 

0 

6 

8 

17 

CAMPYLOBACTER  INFECTIONS 

8 

128 

141 

— 

ENCEPHALITIS,  INFECTIOUS 

1 

15 

29 

20 

GIARDIA  INFECTIONS 

34 

137 

141 

— 

GONORRHEA  (Use  ODH  Form  228) 

1477 

8614 

10484 

12399 

HAEMOPHILUS  INFLUENZAE 
INVASIVE  DISEASE 

13 

129 

99 



HEPATITIS  A 

48 

297 

339 

267 

HEPATITIS  B 

16 

144 

218 

153 

HEPATITIS,  NON-A  NON-B 

1 

30 

33 

— 

HEPATITIS  UNSPECIFIED 

4 

72 

130 

128 

MEASLES  (RUBEOLA) 

0 

8 

1 

140 

MENINGITIS,  ASEPTIC 

9 

48 

265 

103 

MENINGITIS,  BACTERIAL 
(non-meningococcal, 
non  H.  Influenzae) 

4 

34 

55 

34 

MENINGOCOCCAL  INFECTIONS 

0 

22 

25 

22 

PERTUSSIS 

4 

210 

205 

52 

RABIES  (Animal) 

9 

84 

90 

151 

ROCKY  MOUNTAIN 
SPOTTED  FEVER 

0 

88 

189 

89 

RUBELLA 

0 

0 

0 

2 

SALMONELLA  INFECTIONS 

26 

251 

340 

235 

SHIGELLA  INFECTIONS 

14 

124 

136 

153 

SYPHILIS  (Use  ODH  Form  228) 

18 

130 

160 

107 

TETANUS 

0 

0 

0 

0 

TUBERCULOSIS 

3 

141 

165 

209 

TULAREMIA 

3 

16 

22 

17 

TYPHOID  FEVER 

0 

2 

3 

0 
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After  acute  care,  what?  Recovery  often 
comes  from  retraining,  not  bed  rest. 
Help  your  patients  out  of  bed,  and  into 
a productive  life.  Call  our  Program  Manager 
today  for  complete  information. 


Rehabilitation  Institute 
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JOURNAL 


Oklahoma  makes  top  ten  in  race  for  doctors 


In  a comparison  of  physician  population  growth 
in  various  states  between  1980  and  1983,  Ok- 
lahoma and  Utah  were  tied  for  seventh  place 
with  increases  of  14.1%  each. 

The  ten  states  with  the  largest  percentages 
of  growth  during  that  period  were  Nevada 
(23.7%),  Wyoming  (20.1%),  Alaska  (17.1%), 
Florida  (16.3%),  Delaware  (15.5%),  Texas 
(15.1%),  Oklahoma  (14.1%),  Utah  (14.1%), 
Arizona  (13.9%),  and  New  Hampshire  (13.8%). 

Only  the  District  of  Columbia  had  a physi- 
cian population  decline  during  the  same  period 
(-2.2%). 

These  figures  were  among  the  preliminary 
data  on  the  physician  population  of  the  United 
States  for  1983  recently  released  by  the  Amer- 
ican Medical  Association  (AMA). 

The  total  number  of  physicians  in  this  coun- 
try increased  by  17,455  — from  501,958  in  1982 
to  519,403  in  1983,  an  increase  of  3.8%.  The 
number  of  physicians  whose  primary  activity 
is  patient  care  increased  from  408,663  to 
423,310,  or  3.6%. 

Women  entered  the  profession  in  increasing 
numbers,  from  62,247  in  1982  to  69,421  in  1983, 
or  an  11.5%  jump  in  just  one  year.  While  the 
total  number  of  physicians  increased  11.1% 
since  1980,  the  total  of  women  physicians  grew 
by  27.9%. 

The  number  of  graduates  of  foreign  medical 
schools,  including  both  foreign  nationals  and 
US  citizens  who  were  graduated  by  foreign 
schools,  grew  by  3.6%  — from  107,284  in  1982 
to  111,161  in  1983. 
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The  ratio  of  physicians  per  100,000  civilian 
population  has  increased  dramatically  in  recent 
years,  reaching  212  per  100,000  in  1983.  Com- 
parable figures  for  other  years  are  148  in  1970, 
169  in  1975,  and  195  in  1980. 

Physicians  in  other  professional  activities, 
including  teaching,  administration,  and  re- 
search, increased  from  40,726  in  1982  to  44,286 
in  1983,  a growth  of  8.7%. 

As  it  has  for  several  years,  the  field  of  inter- 
nal medicine  attracted  the  most  physicians, 
82,624.  General  surgery,  with  36,446  physi- 
cians, was  the  second  largest  specialty  field,  fol- 
lowed by  family  practice  (35,977),  pediatrics 
(32,797),  psychiatry  (30,803),  obstetrics- 
gynecology  (29,332),  general  practice  (28,594), 
anesthesiology  (19,450),  orthopedic  surgery 
(15,911),  and  pathology  (14,892).  □ 

Cable  TV  burgeoning  source 
of  medical  education,  news 

The  American  Medical  Association’s  new  medi- 
cal cable  television  programming,  called  “Med- 
Video  Clinic,”  is  now  reaching  physicians  across 
the  country,  according  to  James  H.  Sammons, 
MD,  AMA  executive  vice-president.  And  cable 
networks  promise  even  more  in  1985. 

“Med-Video  Clinic”  is  a weekly  series  of 
one-hour  programs  on  the  Lifetime  and  USA 
cable  networks  providing  continuing  medical 
education  (CME)  for  physicians  on  a variety  of 
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Smoking  indicted  again:  impairs  facelift  healing 


There  is  a direct  association  between  cigarette 
smoking  and  a patient’s  ability  to  heal  following 
a facelift,  according  to  Thomas  D.  Rees,  MD,  a 
plastic  surgeon  affiliated  with  the  Manhattan 
Eye,  Ear,  and  Throat  Hospital. 

Patients  who  smoke  are  twelve  and  a half 
times  more  likely  to  develop  skin  slough  than 
patients  who  do  not  smoke,  Rees  says.  Skin 
slough  is  the  shedding  of  tissue  which  dies  when 
an  adeqauate  blood  supply  fails  to  reach  the 
skin,  and  it  results  in  delayed  healing  and  more 
noticeable  scar  formation. 

To  confirm  his  long-held  suspicion  that 
smoking  affects  healing,  Rees  reviewed  the  rec- 
ords of  1,186  patients  who  had  undergone 
facelift  surgery  from  1975  through  1981.  One 
hundred  twenty-one  patients  had  evidence  of 
skin  slough.  Rees  was  able  to  contact  91  of  these 
patients  and,  based  on  the  responses  about  their 
smoking  habits,  determined  that  74%  of  the 
skin  sloughs  observed  were  due  to  smoking. 

Cable  TV  (continued) 

clinical  topics,  including  evaluation  of  breast 
disease,  obesity,  headache,  hearing  loss,  hyper- 
tension, and  asthma.  Each  show  reviews  the 
physiology,  etiology,  diagnosis,  and  treatment 
of  the  condition  as  well  as  the  prognoses  for 
patients. 

The  AMA’s  Continuing  Medical  Education 
Advisory  Committee  has  evaluated  each  pro- 
gram for  clinical  relevance  and  accuracy.  Each 
also  carries  Category  I credit  toward  the  AMA’s 
Physician  Recognition  Award,  which  physicians 
may  receive  after  documenting  150  hours  of 
CME  credit  over  a three-year  period. 

“The  Association  has  long  understood  the 
profession’s  demand  and  need  for  information 
to  keep  physicians  updated  on  developments  in 
medicine,”  Sammons  says.  The  cable  television 
format  “enables  the  AMA  to  provide  this  timely 
and  needed  CME  material  in  a new  and  conve- 
nient way,”  he  adds. 

The  AMA  estimates  that  more  than 
230,000  physicians  can  be  reached  by  the 
Lifetime  and  USA  cable  networks.  A recent  in- 
dependent survey  for  the  AMA  found  that  many 
physicians  tape  the  programs  for  future  viewing 
and/or  viewing  in  groups  at  their  hospitals. 
Satisfaction  with  the  quality  and  immediate 
usefulness  of  the  information  offered  was  evi- 
dent from  the  survey  results. 
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“Because  nicotine  constricts  blood  vessels, 
its  impact  on  healing  is  compounded  in  surgery 
where  the  blood  supply  to  facial  skin  is  already 
temporarily  reduced,”  he  said.  “This  finding 
may  be  of  some  comfort  to  surgeons  whose  pa- 
tients experience  skin  slough,  because  the  con- 
dition can  be  blamed  — to  some  extent,  at  least 
— on  the  patient’s  smoking  habits.” 

As  a result  of  his  findings,  Rees  now  accepts 
for  facelift  surgery  only  those  patients  who 
agree  to  stop  smoking  ten  days  prior  to  surgery 
and  abstain  for  three  weeks  after.  “Because  an 
appreciable  part  of  every  surgeon’s  practice  con- 
sists of  smokers,”  he  cautions,  “the  implications 
of  this  study,  in  terms  of  patient  selection  and 
preoperative  counseling,  seem  considerable. 

“Heavy  smokers  can  reasonably  be  denied 
elective  aesthetic  surgery  unless  they  stop,”  he 
concludes.  “Perhaps  a suitable  admonition  to 
the  smoking  patient  would  be  “Warning  — 
smoking  can  be  hazardous  to  your  facelift.”  □ 


AMA  study  guides  to  accompany  “Med- 
Video  Clinic”  are  available  to  physicians  on  re- 
quest for  $5  each  to  cover  printing,  postage,  and 
handling  costs.  The  toll-free  telephone  number 
for  ordering  the  guides  is  1-800-972-1000. 

In  a related  story,  the  Lifetime  cable  net- 
work has  announced  that,  beginning  in  January 
1985,  its  entire  Sunday  schedule  will  be  devoted 
exclusively  to  medical  programming  for  physi- 
cians and  health  care  professionals.  Titled  “Doc- 
tors’ Sunday,”  the  24-hour  period  from  6 AM 
Sunday  to  6 am  Monday  (EST)  will  contain  all 
of  Lifetime’s  Medical  Television  Series’  pro- 
grams. 

“Doctors’  Sunday”  will  be  divided  into  four- 
hour  blocks  of  regularly  scheduled  programs 
that  will  periodically  recycle. 

Programs  planned  for  “Doctors’  Sunday”  in- 
clude Lifetime’s  longest  running  medical  series, 
“Physicians’  Journal  Update.”  Another  Life- 
time program  that  will  move  to  “Doctors’  Sun- 
day” is  the  educational  and  interactive  “Video 
Seminar”  series. 

Two  new  series  will  be  “Specialty  Updates” 
and  “Convention  Highlights.” 

Lifetime’s  “INFORMATHON”  series  of 
multihour,  live  specials  devoted  to  single  health 
issues  will  also  be  part  of  “Doctors’  Sunday”  on 
a frequent  basis.  □ 

Oklahoma  State  Medical  Association 


“We  Serve  the  OSMA  — Everyday!” 

Meet  the  personal  service  specialists  of  C.L.  Frates  and  Company  — a “Team”  of 
OSMA  friends  whose  exclusive  mission  is  to  help  your  association's  members  develop 
or  perfect  their  insurance  portfolios. 

They  are  Janie  Staats,  Elizabeth  Young,  Robert  McKiddy,  Harold  Wardlow  and  Dewitt 
Vann  — their  charge  is  to  market  the  Oklahoma  State  Medical  Association's  endorsed 
group  insurance  programs,  such  as  disability  income,  office  overhead  expense  and  other 
essential  coverages,  and  to  service  the  growing  number  of  state  physicians  who  are 
buying  PLICO’s  hallmark  health  insurance  programs. 

Beyond  these  specific  coverages,  the  help  you  can  expect  from  our  people  is  global, 
because  Janie’s  group  is  backed  up  by  the  expertise  of  80  other  C.L.  Frates  profes- 
sionals — and  by  a 54-year-old  agency  system  which  attaches  to  each  sales  contract 
a neighborly  commitment  to  fine  service. 

You’ll  like  Janie’s  team.  They  know  their  business  and  go  about  it  with  a polite,  low- 
key  professionalism  befitting  the  clientele  they  serve. 

You  are  just  a phone  call  away  from  an  appointment  with  a friend  of  the  OSMA 
who  will  be  sensitive  to  your  needs  and  respectful  of  your  time. 

C.L.  FRATES  AND  COMPANY 

Insurance  Counselors  to  the  OSMA 
Box  18839  • Oklahoma  City,  OK  73154  • 405/848-7661 
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COMPUTER 


CONFUSION?! 

Computers  Plus  Healthcare  offers  a systematic  answer. 

We  help  you  select  the  right  system  from  a full  range  of  the  top  medical  office 
management  packages  in  the  country.  As  a part  of  our  total  service  package, 
we  customize  the  system  to  fit  your  medical  practice.  Next,  we  train  your  staff 
in  its  operation  and  help  them  get  it  going.  In  short,  we’ll  provide  a complete 
installation  package,  including  all  the  software,  hardware,  training  and 
support  necessary  for  a successful  system. 

At  a price  that  will  pleasantly  surprise  you! 

Most  importantly,  we  are  specialists  in  health  care  systems.  So  we  know  just 
what  a medical  practice  needs.  Write  or  call  for  your  free  copy  of  “A 
Shopper’s  Guide  to  Medical  Office  Software,”  an  informative  comparison  of 
the  30  most  widely  used  packages  in  the  field. 

Computer  Confusion!  Not  after  you  call. 

COMPUTERS  PLUS 
HEALTHCARE 

2525  N.W.  Expressway,  Suite  104 
Oklahoma  City,  OK  73112 
(405)  848-7690 


A DMS  Company 


Extension  of  drug  patents  gets  congressional  okay 


The  US  Senate,  by  voice  vote  on  September  12, 
passed  and  sent  to  President  Reagan  S 1538, 
the  Drug  Price  Competition  and  Patent  Term 
Restoration  Act  of  1984.  The  House,  by  a vote 
of 362-0,  had  approved  the  bill  on  September  6. 

The  legislation  will  extend  the  patent  term 
of  brand-name  drugs  for  up  to  five  years  (with 
a patent  life  cap  of  14  years)  to  compensate  man- 
ufacturers for  the  time  required  to  conduct  prod- 
uct testing  and  to  secure  Food  and  Drug  Admin- 
istration (FDA)  approval  of  the  drug.  This  provi- 
sion of  the  bill  is  intended  to  provide  new  incen- 
tives for  brand-name  pharmaceutical  manufac- 
turers to  increase  their  expenditures  for  re- 
search and  development. 

Concern  has  been  expressed  in  recent  years 
that  the  reduced  time  period  during  which  a 
drug  product  is  marketed  under  patent  protec- 
tion (a  reduction  caused  by  FDA  regulatory  re- 
quirements) has  resulted  in  fewer  new  drug 
products  being  introduced  in  the  United  States. 

The  bill  will  also  permit  drug  manufactur- 
ers to  use  an  abbreviated  new  drug  application 


(ANDA)  for  approval  of  generic  versions  of 
brand-name  drugs  approved  after  1962.  Cur- 
rently, the  FDA  can  require  the  manufacturers 
of  generic  copies  of  drugs  approved  after  1962 
to  conduct  additional  clinical  tests  even  though 
the  FDA  has  already  determined  that  the 
brand-name  drug  is  safe  and  effective.  This  pro- 
vision of  the  bill  is  expected  to  result  in  reduced 
drug  costs  due  to  the  greater  availability  of 
cheaper  generic  drugs.  □ 

Microwave  zaps  trichina 
when  proper  method  used 

Bag  it.  That’s  the  new,  simple  answer  to  the 
question  of  how  to  cook  pork  safely  in  a micro- 
wave  oven,  reports  Dr  Richard  Greenberg,  as- 
sociate director  of  the  American  Council  on  Sci- 
ence and  Health  (ACSH),  in  the  September/Oc- 
tober issue  of  ACSH  News  & Views. 

“You  can  cook  pork  safely  in  a microwave 
oven  if  you  follow  the  manufacturers’  or  recipe 
instructions  and  take  the  additional  step  of 


INTERESTED 

IN  FINE  OFFICE  FACILITIES 
IN  A THRIVING  COMMUNITY? 

EDMOND  MEDICAL  PLAZA 


Across  Street  From  Edmond  Memorial  Hospital 

ONE  SUITE  NOW  AVAILABLE 
and 

MORE  BUILDINGS  ARE  BEING  PLANNED 


WRITE:  Edmond  Medical  Plaza  Leasing  Agent 
1601  Northwest  Expressway,  Suite  1010,  Oklahoma  City,  Oklahoma  73118 
OR  CALL:  405-232-0303 

EDMOND  MEDICAL  PLAZA 
120  North  Bryant,  Edmond,  Oklahoma 
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Microwave  (continued) 


cooking  the  meat  inside  a sealed  plastic  bag,” 
Greenberg  said.  “When  this  procedure  is  used, 
all  parts  of  the  meat  including  the  surface  will 
attain  temperatures  high  enough  to  kill  the 
trichina  parasite  — the  organism  that  causes 
trichinosis.” 

Concern  about  microwaved  pork  arose  in 
1982,  when  Iowa  State  University  researchers 
discovered  that  trichinae  could  sometimes  sur- 
vive in  pork  that  had  been  cooked  in  a micro- 
wave  oven,  even  when  the  meat  had  been  pre- 
pared according  to  procedures  “generally  recom- 
mended by  the  oven  manufacturers  or  the  Pork 
Producers  Council.” 

The  plastic  bag  procedure  works  by  prevent- 
ing surface  evaporation  from  the  meat  during 
cooking.  Surface  evaporation,  researchers  dis- 
covered, was  cooling  the  outside  surfaces  of  the 
meat  so  much  that  even  when  the  inner  portions 
had  reached  a temperature  much  higher  than 


In  Memoriam 

1983 


Marque  O.  Nelson,  MD  December  24 

Park  H.  Medearis,  MD  December  26 

Charles  S.  Beaty,  MD  December  28 


1984 

Jack  H.  Foertsch,  MD 
Thomas  L.  Ozment,  MD 
Thomas  L.  Foster,  MD 
Robert  W.  Lowrey,  MD 
Ella  Mary  George,  MD 
Kemper  C.  Lain,  MD 
William  R.  Cheatwood,  MD 
William  A.  Dean 
Charles  H.  Cooke,  MD 
Donald  J.  Worden,  MD 
William  I.  Jones,  MD 
Paul  Kernek,  MD 
Leon  C.  Freed,  MD 
William  D.  Bolene,  MD 
Lee  K.  Emenhiser,  MD 
Grace  C.  Hassler,  MD 
Carryl  W.  Wiggins,  MD 
Solomon  Papper,  MD 
Kirk  T.  Mosley,  Jr,  MD 
Inguald  John  Haugen,  MD 
Hugh  H.  Monroe,  MD 


January  19 
February  11 
February  25 
February  27 
March  1 
March  8 
March  12 
March  19 
March  23 
April  1 
April  3 
May  9 
June  12 
June  18 
June  26 
July  14 
July  17 
August  19 
August  26 
September  1 
September  9 


that  needed  to  kill  trichinae,  the  outside  sur- 
faces were  still  cool  enough  to  allow  the  para- 
sites to  survive. 

When  pork  is  microwave-cooked  in  a plastic 
bag,  the  bag  holds  in  the  moisture  produced 
during  cooking.  The  atmosphere  around  the 
meat  quickly  becomes  saturated.  This  prevents 
surface  evaporation  and  the  surface  cooling  that 
would  result  from  it. 

“Tests  have  shown  that  pork  roasts  micro- 
wave-cooked in  bags  reached  surface  tempera- 
tures that  exceeded  by  a safe  margin  the 
minimum  temperature  necessary  to  ensure  the 
destruction  of  trichinae,”  Greenberg  reported. 
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Deaths 


KIRK  T.  MOSLEY,  JR,  MD 
1932  - 1984 

Kirk  T.  Mosley,  Jr,  MD,  of  Shawnee,  died  Au- 
gust 26  in  a Eufaula  hospital.  Dr  Mosley,  a 
general  practitioner,  earned  his  medical  degree 
from  the  University  of  Oklahoma  College  of 
Medicine  in  1965  and  established  a private 
practice  in  Prague.  Ten  years  later  he  moved 
his  practice  to  Shawnee.  Dr  Mosley  was  a vet- 
eran of  the  Korean  conflict. 

INGVALD  JOHN  HAUGEN,  MD 
1897  - 1984 

OSMA  Life  Member  I.J.  Haugen,  MD,  a general 
practitioner  in  Ada  for  many  years,  died  at  his 
home  September  1 following  an  extended  ill- 
ness. Dr  Haugen,  a 1932  graduate  of  Rush  Med- 
ical College  in  Chicago,  moved  to  Oklahoma 
from  Amarillo,  Texas,  in  1946. 

HUGH  H.  MONROE,  MD 
1896  - 1964 

Hugh  H.  Monroe,  MD,  retired  Pauls  Valley  anes- 
thesiologist, died  September  9 in  Pauls  Valley. 
Bom  near  Ranger,  Texas,  Monroe  served  as  a 
private  in  the  US  Army  during  World  War  I.  He 
earned  his  MD  degree  at  Vanderbilt  University 
School  of  Medicine,  Nashville,  Tenn,  and  be- 
came a member  of  the  Oklahoma  State  Medical 
Association’s  Fifty  Year  Club  in  1971. 
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Mobile  testing  urged 

To  the  editor  — The  enclosed  salute  of  the  OK 
division  of  the  Cancer  Society  [Roche  Products, 
Inc.,  advertisement,  “Putting  the  Pap  test  on 
wheels,”  p ii]  was  much  appreciated.  I wondered 
if  screening  programs  in  areas  such  as  breast 
cancer  were  being  considered.  A bus  such  as 
helped  deliver  Oklahomans  from  the  tragedy  of 
cervical  cancer  may  well  serve  the  public  in 
mass  xeromammograms.  One  of  my  most  help- 
less moments  as  a physician  is  when  I face  the 
reality  of  a patient  who  needs  help,  but  they  or 
I cannot  come  up  with  the  resources  to  obtain 
needed  testing.  We  plan  to  have  a Health  Fair 
in  Nowata  in  two  months.  We  have  tried  to  go 
down  the  list  of  causes  of  death  to  provide  pre- 
ventive care  to  our  citizens  who  will  visit  the 
Health  Fair,  but  we  draw  a blank  on  breast 
cancer  (after  tapes  and  demonstration  of  breast 


f—— — 


EXCELLENT 

OPPORTUNITY 


OBSTETRICIAN-GYNECOLOGISTS  (including 
department  chairman),  FAMILY  PRACTICE  (de- 
partment chairman),  FAMILY  PRACTITIONERS 

(for  ambulatory/urgent  care  program),  RADI- 
OLOGIST, UROLOGIST,  ORTHOPEDIC  SUR- 
GEON, PSYCHIATRIST.  All  applicants  should 
be  residency  trained,  Board  eligible/Board  cer- 
tified physicians.  Join  a growing  28-physician 
group  with  prepaid  and  fee-for-service  practice. 
Excellent  facilities,  well-trained  partners.  Attrac- 
tive salary  and  benefit  structure.  Starting  salary 
based  on  experience.  Relocation  expense  will  be 
reimbursed.  Send  resume  or  contact  Central 
Oklahoma  Medical  Group,  R.  LeRoy  Carpenter, 
MD,  Medical  Director,  3330  NW  56th,  #300, 
Oklahoma  City,  OK  73112;  405-942-6620. 

V J 

406 


self  exam).  A mobile  xeromammogram  for  such 
fairs  would  be  a great  help  in  early  detection 
of  such  cancers  before  they  can  be  felt  or  espe- 
cially in  those  who  will  not  use  BSE.  Cost-to- 
benefit  ratios  are  “the  standard”  for  the  utility 
of  the  screening  exam,  but  with  donated  time, 
volunteer  services,  and  possibly  donated  equip- 
ment, the  cost  would  be  negligible  and  the  bene- 
fit enormous.  I do  not  wish  this  project  to  com- 
pete with  present  facilities.  Hopefully  it  will 
reach  the  millions  of  women  who  have  a need 
for  screening  (according  to  ACS  guidelines),  but 
who  will  get  breast  cancer  before  they  can  be 
screened,  at  present  rates. 

Thank  you  for  your  time  and  article, 
Robert  C.  Bowman,  MD 

P.S.  Suggestions  as  to  who  to  contact:  corpora- 
tions, physicians’  societies,  volunteers, 
etc.,  would  be  much  appreciated. 
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Book  Reviews 


Tumors  of  the  Head  and  Neck:  Clinical  and 
Pathological  Considerations.  Second  edition, 
by  John  G.  Batsakis,  MD.  Baltimore:  Williams 
and  Wilkins,  1979,  pp  573,  price  $59.00. 

The  first  edition  of  this  book  appeared  in  1974 
and  was  highly  touted  by  clinicians  and  pa- 
thologists having  a special  interest  in  diag- 
nosis and  management  of  patients  with  head 
and  neck  tumors.  In  this  revised  edition,  Dr 
Batsakis  has  completely  updated  every  chapter 
and  added  four  new  ones.  The  four  new  chapters 
are,  “Cysts,  Sinuses  and  ‘Coeles’  “Wegener’s 
Granulomatosis  and  Midline  (Nonhealing) 
‘Granuloma’  “Immunological  Considerations 
in  Head  and  Neck  Cancer”;  and  “Odontogenic 
Lesions  — Tumors  and  Cysts.”  Though  the 
book’s  main  emphasis  is  head  and  neck  neo- 
plasms, non-neoplastic  disorders  which  mimic 
them  are  also  considered.  Each  disease  process 
is  thoroughly  discussed  in  relation  to  its  his- 
togenesis, classification,  clinical  presentation, 
behavior,  etiology,  histopathology,  staging, 
treatment  and  prognosis.  The  book  contains  27 
chapters. 

Four  of  the  most  in-depth  chapters  deal 
with  salivary  gland  neoplasms  and  fibrous  le- 
sions of  the  head  and  neck  — benign,  malig- 
nant, and  indeterminate.  Whether  one  agrees 
or  disagrees  with  the  author’s  hypotheses  on 
histogenesis  and  classification  of  fibrous  and 
salivary  gland  lesions,  one  must  be  impressed 
with  the  extensive  research  and  thought  given 
to  those  areas. 

The  book  contains  many  photographs 
which  are  of  excellent  quality.  A few  clinical 


and  gross  specimen  photographs  are  included, 
but  the  majority  are  photomicrographs.  A few 
electron  photomicrographs  are  also  included. 
Though  written  by  a pathologist,  the  book  is 
more  than  a collection  of  photomicrographs  and 
histologic  descriptions,  and  the  nonpathologist 
should  find  this  book  just  as  useful  as  does  the 
pathologist.  Dr  Batsakis  is  to  be  commended 
for  this  excellent  text;  it  is  a must  for  all  those 
who  seek  an  up-to-date  clinicopathologic  cor- 
relation of  tumors  in  the  head  and  neck. 

Stephen  Kent  Young,  DDS,  MS 
Associate  Professor  of  Oral  Pathology 
Associate  Professor  of  Pathology 
Colleges  of  Denistry  and  Medicine 
University  of  Oklahoma 


Cardiology  for  the  House  Officer.  By  Joel 
W.  Heger,  MD;  James  T.  Niemann,  MD;  Keith 
G.  Bowman,  MD;  and  Michael  Criley,  MD.  Bal- 
timore: Williams  and  Wilkins,  1982.  Pp  288, 
illust,  $9.95. 

This  handbook  originated  as  a loose-leaf  text 
for  the  house  officers  and  cardiology  fellows  at 
the  Harbor  - UCLA  Medical  Center  where  the 
authors  have  been,  or  are,  members  of  the  Car- 
diology Division.  This  is  an  easily  used  hand- 
book, conveniently  divided  into  19  chapters 
ranging  from  basic  electrocardiography  in  the 
first  chapter  to  cardiac  surgery  in  the 
nineteenth  chapter.  There  is  the  usual  dog- 
matism incumbent  upon  the  handbook  format, 
but  good  use  is  made  of  references  which  follow 
each  chapter  for  those  interested  in  more  de- 
tailed information.  While  the  indexing  leaves 


GETTING  AHEAD?  OR  JUST  KEEPING  UP? 

We  can  help  your  practice  run  better! 


' PRACTICE  ANALYSIS 

— Results  Orientation 

' STARTING  PRACTICE 

— Systems  Initiation 

' COMPUTERIZING 

— Appraisal  and  Selection 


' STAFFTRAINING 

— Management  Directed 

> IN-OFFICE  WORKSHOPS 

— Practical  Focus 


Contact  us:  MEDICAL  DENTAL  MANAGEMENT  ASSOCIATES,  INC. 

P.O.  Box  77027,  Oklahoma  City,  OK  73177,  1-405-752-0087 
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Book  Reviews  (continued) 

something  to  be  desired,  the  format  in  each 
chapter  is  convenient  enough  to  preclude  the 
need  for  better. 

It  would  be  unwise  in  this  forum  to  “pick 
apart”  the  book  for  its  shortcomings,  though 
certain  of  these  should  be  pointed  out.  Two-di- 
mensional echocardiography  is,  in  my  opinion, 
inadequately  discussed,  and  there  is  no  mention 
of  some  of  the  newer  ultrasound  techniques 
such  as  Doppler.  While  the  discussion  of  nuclear 
cardiology  is  concise,  there  seems  to  be  an 
under-discussion  of  application  of  these 
techniques  in  disease  states.  In  the  treatment 
of  coronary  disease,  more  discussion  of  the 
newer  techniques  — such  as  percutaneous 
transluminal  coronary  angioplasty  and,  also, 
streptokinase  infusion  during  acute  myocardial 
infarction  — would  seem  appropriate.  Other 
shortcomings  relate  to  the  lack  of  discussion  of 


the  role  of  electrophysiological  studies  in  the 
diagnosis  and  management  of  patients  with  car- 
diac arrhythmias.  Additionally,  the  coverage  of 
the  topic  of  cardiac  pacemakers  is  superficial. 

On  the  other  hand,  this  book  has  very  defi- 
nite strengths.  For  example,  the  discussions  in 
basic  electrocardiography  and  chest 
roentgenography  are  excellent,  as  are  the  sec- 
tions of  M-mode  echocardiography  and  coronary 
disease  risk  factors. 

Overall,  I would  recommend  this  text  as  a 
starting  point  for  a house  officer  beginning  a 
cardiology  rotation  or  as  a quick  reference  for 
a house  officer  on  a busy  medical  rotation.  If 
this  text  could  be  updated  periodically,  with  the 
updates  quickly  brought  to  press,  it  would  be  a 
potentially  very  useful  handbook  for  medical 
house  officers  early  in  their  training. 

Dwight  Reynolds,  MD 
Department  of  Medicine 
U niversity  of  Oklahoma  Health  Sciences  Center 
Oklahoma  City,  Oklahoma 


Miscellaneous  Advertisements 


INTERNIST-CARDIOLOGIST  SEEKS  good  practice 
opportunity.  Any  location  in  Oklahoma.  Group  or 
association  especially  sought  after.  Respond  to  Box 
R,  OSMA  Journal,  601  Northwest  Expressway,  Ok- 
lahoma City,  OK  73118.  11 


BALLET  OKLAHOMA  presents  another  exciting 
season  of  dance.  Season  tickets  available  at  discount 
rates  for  Oklahoma  State  Medical  Association  mem- 
bers. Call  (405  ) 843-9898  for  further  information.  12 


NEUROLOGICAL  OFFICE  available.  Full  or  part 
time.  St.  John’s  Doctors’  Bldg.  (Vicinity  of  St.  John’s 
Hospital  and  Utica  Square).  Please  write:  Dr  Ralph 
Richter,  1705  East  19,  Suite  406,  Tulsa,  Oklahoma 
74104.  1 


WANTED  Someone  to  take  over  family  medicine 
practice  in  Northwest  Oklahoma  City  January  1, 
1985.  Practice  in  association  with  three  other  physi- 
cians. Inquiries:  Box  T,  Journal  of  the  Oklahoma 
State  Medical  Association,  601  Northwest  Express- 
way, Oklahoma  City,  OK  73118.  12 


BOARD-CERTIFIED  PHYSICIANS.  All  Specialties. 
Federal  Workers’  Disability  Program.  Office  of 
Workers’  Compensation  currently  seeks  part-time 
medical  consultants  on  a fee-for-service  basis.  Will 
perform  examinations  for  Federal  Workers’  Disabil- 
ity Program.  Physicians  in  all  specialties  needed. 
Fees  negotiable.  Submit  CV  to:  Sydney  Lou  Bonnick, 
MD,  Regional  Medical  Advisor,  Office  of  Workers’ 
Compensation,  US  Department  of  Labor,  555  Griffin 
Square,  Dallas,  Texas  75202.  7113 


EMERGENCY  MEDICINE  — OKLAHOMA  AND 
TEXAS:  Directorships  and  staff  positions,  as  well  as 
part-time  opportunities,  available  immediately  in 
Texas  and  Oklahoma.  Competitive  income  and  pro- 
fessional liability  insurance  provided  in  addition  to 
reimbursement  of  ACLS  and  ATLS  training,  CME 
tuition  and  ACEP  membership  dues.  For  details  re- 
spond in  confidence  to  Betsy  Beggs,  Spectrum 
Emergency  Care,  Inc.,  11494  Luna  Road,  Suite  205, 
Dallas,  TX  75234;  1-800-527-3956  (toll-free). 

EOE  M/F 
12 


ATTENTION:  U.S.  MEDICAL  SCHOOL 

GRADUATES  — Psychiatric  Residency  Program, 
Central  State  Hospital,  provides  broad  psychiatric 
experience  in  approved  program.  The  program  offers 
didactic  courses  and  seminars  in  dynamically 
oriented  psychiatry  — residential  treatment  of  chil- 
dren, community  mental  health,  adolescent  psychi- 
atry, neurology,  chemical  dependency,  geropsy- 
chiatry,  etc.  Salary  $30,974  per  year  plus  excellent 
fringe  benefits.  Information,  write:  Director,  Ernest 
Shadid,  MD,  Box  151,  Norman,  Oklahoma  73070. 

91011 


MEDICAL  OFFICE  SPACE  AVAILABLE  IN 
ARDMORE,  OKLAHOMA  beginning  December, 
1984.  Established  clinic  which  currently  has  three 
physicians.  Office,  full  lab,  and  x-ray  available. 
Across  street  from  Memorial  Hospital  of  Southern 
Oklahoma.  Send  C.  V.  and  three  references  to:  Med- 
ical Center  Clinic,  Scott  M.  Malowney,  MD,  1025 
15th  NW,  Ardmore,  Oklahoma  73401.  91011 
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Present 


MPM 


1000 


MEDICAL  PRACTICE  MANAGEMENT  SYSTEMS 
Available  through  SMA  Physicians  Purchasing  Program 

’Discounts  on  IBM  and  Texas  Instruments  Hardware  ’Discounts  on  Software  ’Now  Available  on  New  IBM  PC/AT 

MPM  1000  the  complete  system  includes: 

’Hardware  (IBM  or  Texas  Instruments) 

’Software 
*T  raining 

’After  Sale  Support 

’Solo,  Group  Practice  or  Clinic  Systems 
Designed  to  work  in  all  aspects  of  practice  management 
Standard  Programs  include:  Optional  Programs  include: 


’Patient  Profiles 
’Accounts  Receivable/Billing 
’Insurance  Processing/Tracking 
’Collection  System 
’Recall  Notices 

’Full  line  of  Management  Reports 
’And  much  more  . . . 


’Word  Processing 
’General  Ledger 
’Accounts  Payable 
’Payroll 

’Inventory  Control 
’Appointment  Scheduling 


Want  more  information?  Call  or  write  for  detailed  brochure  Call  Southern  Medical  at  205-945-1840 


YES! 


Curtis  1000  Information  Systems  at 
800-241-4780  in  Ga  404-491  1000 


I would  like  to  know  more  about  the  MPM  1000. 

□ SMA  Member 

□ I am  not  an  SMA  Member 


Address 


City 


State 


Zip 


Office  Phone 


Mail  to:  CURTIS  1000  INFORMATION  SYSTEMS 
2296  Henderson  Mill  Road 
Suite  402 

Atlanta,  Georgia  30345 


Keflex 

cephalexin 


Additional  information 
available  to  the  profession 
on  request. 


^JUOISTA 


Dista  Products  Company 
Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46285 
Mfd.  by  Eli  Lilly  Industries,  Inc. 
Carolina,  Puerto  Rico  00630 
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W w banks  and  facilities  for  the  physically 

handicapped. 

In  fact,  your  donation  helps  provide  literally 
hundreds  of  services  that  make  life  a lot  better  for 
people  in  your  town. 


A PUBLIC  SERVICE 

* OF  THIS  PUBLICATION  & 
THE  ADVERTISING  COUNCIL 


When  you  give  to  United 
Why,  your  money  works  for  you  at 
home.  It  goes  into  community  services 
for  the  elderly,  local  youth  programs  and 
foster  care. 


tju  wiiV/ii  juui  uniivu  ▼ ▼ ay  yuiuiiivvi  vvnivo 

around,  be  generous. 

A better  community  is  in  your  hands. 


United  W^y 

THANKS  TO  YOU  IT  WORKS 
FOR  ALL  OF  US. 


© United  Way  1984 


BUILD  ABETTER 
COMMUNITY 
WITH  YOUR 
BARE  HANDS. 
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After  a nitrate, 
add  IS0PT1N 

(verapamil  HCl/Knoll) 


To  protect  your  patients,  as  well  as  their  quality  of  life, 
add  lsoptin  instead  of  a beta  blocker. 


First,  lsoptin  not  only  reduces  myocardial  oxygen  demand 
by  reducing  peripheral  resistance,  but  also  increases  coro- 
nary perfusion  by  preventing  coronary  vasospasm  and 
dilating  coronary  arteries  — both  normal  and  stenotic. 
These  are  antianginal  actions  that  no  beta  blocker 
can  provide. 

Second,  lsoptin  spares  patients  the 
beta-blocker  side  effects  that  may 
compromise  the  quality  of  life. 

With  lsoptin,  fatigue,  bradycardia  and  mer 
depression  are  rare.  Unlike  beta  blockers, 
lsoptin  can  safely  be  given  to  patients  with 
asthma,  COPD,  diabetes  or  peripheral 
vascular  disease.  Serious  adverse 
reactions  with  lsoptin  are  rare 
at  recommended  doses;  the 
single  most  common  side 
effect  is  constipation  (6.3%). 

Cardiovascular  contra- 
indications to  the  use  of 
lsoptin  are  similar  to  those 
of  beta  blockers:  severe 
left  ventricular  dysfunction, 
hypotension  (systolic  pres- 
sure <90  mm  Hg)  or  cardio- 
genic shock,  sick  sinus  syndrome 
(if  no  artificial  pacemaker  is  present) 
and  second-  or  third-degree  AV  block. 

So,  the  next  time  a nitrate  is  not  enough,  add 
lsoptin.  ..for  more  comprehensive  antianginal 
protection  without  side  effects  which  may 
cramp  an  active  life  style. 


1SOPT1N.  Added 
antianginal  protection 
without  beta-blocker 
side  effects. 


Please  see  brief  summary  on  following  page. 


ISOPTIN  TABLETS 

(verapamil  HCl/Knoll) 

80  mg  and  120  mg 

Contraindications:  Severe  left  ventricular  dysfunction  (see  Warn- 
ings), hypotension  (systolic  pressure  <90  mm  Hg)  or  cardiogenic 
shock,  sick  sinus  syndrome  (if  no  pacemaker  is  present),  2nd-  or  3rd- 
degree  AV  block  Warnings:  ISOPTIN  should  be  avoided  in  patients 
with  severe  left  ventricular  dysfunction  (e  g.,  ejection  fraction  <30%) 
or  moderate  to  severe  symptoms  of  cardiac  failure.  Control  milder 
heart  failure  with  optimum  digitalization  and/or  diuretics  before 
ISOPTIN  is  used.  ISOPTIN  may  occasionally  produce  hypotension 
(usually  asymptomatic,  orthostatic,  mild,  and  controlled  by  decrease 
in  ISOPTIN  dose).  Occasional  elevations  of  liver  enzymes  have  been 
reported;  patients  receiving  ISOPTIN  should  have  liver  enzymes  moni- 
tored periodically.  Patients  with  atrial  flutter/fibrillation  and  an  acces- 
sory AV  pathway  (e.g  , W-P-W  or  L-G-L  syndromes)  may  develop  a 
very  rapid  ventricular  response  after  receiving  ISOPTIN  (or  digitalis) 
Treatment  is  usually  D C -cardioversion.  AV  block  may  occur  (3rd 
degree,  0.8%).  Development  of  marked  Ist-degree  block  or  progres- 
sion to  2nd-  or  3rd-degree  block  requires  reduction  in  dosage  or, 
rarely,  discontinuation  and  institution  of  appropriate  therapy.  Sinus 
bradycardia,  2nd-degree  AV  block,  sinus  arrest,  pulmonary  edema, 
and/or  severe  hypotension  were  seen  in  some  critically  ill  patients 
with  hypertrophic  cardiomyopathy  who  were  treated  with  ISOPTIN 
Precautions:  ISOPTIN  should  be  given  cautiously  to  patients  with 
impaired  hepatic  function  (in  severe  dysfunction  use  about  30%  of 
the  normal  dose)  or  impaired  renal  function,  and  patients  should  be 
monitored  for  abnormal  prolongation  of  the  PR  interval  or  other 
signs  of  overdosage.  Studies  in  a small  number  of  patients  suggest 
that  concomitant  use  of  ISOPTIN  and  beta  blockers  may  be  beneficial 
in  patients  with  chronic  stable  angina.  Combined  therapy  can  also 
have  adverse  effects  on  cardiac  function.  Therefore,  until  further 
studies  are  completed,  ISOPTIN  should  be  used  alone,  if  possible.  If 
combined  therapy  is  used,  patients  should  be  monitored  closely. 
Combined  therapy  with  ISOPTIN  and  propranolol  should  usually  be 
avoided  in  patients  with  AV  conduction  abnormalities  and/or  de- 
pressed left  ventricular  function  or  in  patients  who  have  also  recently 
received  methyldopa.  Chronic  ISOPTIN  treatment  increases  serum 
digoxm  levels  by  50%  to  70%  during  the  first  week  of  therapy,  which 
can  result  in  digitalis  toxicity.  The  digoxin  dose  should  be  reduced 
when  ISOPTIN  is  given,  and  the  patient  carefully  monitored.  ISOPTIN 
may  have  an  additive  hypotensive  effect  in  patients  receiving  blood- 
pressure-lowering  agents.  Disopyramide  should  not  be  given  within 
48  hours  before  or  24  hours  after  ISOPTIN  administration.  Until  fur- 
ther data  are  obtained,  combined  ISOPTIN  and  quimdine  therapy  in 
patients  with  hypertrophic  cardiomyopathy  should  probably  be 
avoided,  since  significant  hypotension  may  result.  Adequate  animal 
carcinogenicity  studies  have  not  been  performed.  One  study  in  rats 
did  not  suggest  a tumorigemc  potential,  and  verapamil  was  not 
mutagenic  in  the  Ames  test.  Pregnancy  Category  C.  There  are  no 
adequate  and  well-controlled  studies  in  pregnant  women.  This  drug 
should  be  used  during  pregnancy,  labor,  and  delivery  only  if  clearly 
needed.  It  is  not  known  whether  verapamil  is  excreted  in  breast  milk, 
therefore,  nursing  should  be  discontinued  during  ISOPTIN  use. 
Adverse  Reactions:  Hypotension  (2.9%),  peripheral  edema  (1.7%), 
AV  block  3rd  degree  (0.8%),  bradycardia:  HR<50/min  (1.1%),  CHF 
or  pulmonary  edema  (0.9%),  dizziness  (3.6%),  headache  (1.8%), 
fatigue  (11%),  constipation  (6  3%),  nausea  (16%).  The  following 
reactions,  reported  in  less  than  0.5%,  occurred  under  circumstances 
where  a causal  relationship  is  not  certain:  confusion,  paresthesia, 
insomnia,  somnolence,  equilibrium  disorders,  blurred  vision,  syncope, 
muscle  cramps,  shakiness,  claudication,  hair  loss,  maculae,  and  spotty 
menstruation.  Overall  continuation  rate  of  94.5%  in  1,166  patients 
How  Supplied:  ISOPTIN  (verapamil  HCI)  is  supplied  in  80  mg  and 
120  mg  sugar-coated  tablets.  July  1982  2068 

O KNOLL  PHARMACEUTICAL  COMPANY 

knoll  30  NORTH  JEFFERSON  ROAD.  WHIPPANY  NEW  JERSEY  07981 
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TRUTH 

When  the  North  Atlantic 
Treaty  Organization  was 
formed  in  1949,  it  was  formed 
for  one  reason.  To  stop  Soviet 
aggression  in  Europe. 

TRUTH 

The  Warsaw  Pact’s  conven- 
tional fighting  capabilities  far 
exceed  that  of  European  NATO 
forces. 

TRUTH 

In  order  to  maintain  peace 
and  freedom  in  Europe,  NATO 
has  effectively  maintained  a 
policy  of  deterrence  with  the 
Soviet  Union. 

TRUTH 

The  past  35  years  of  peace 
have  been  one  of  the  longest 
periods  of  European  peace  in 
recorded  history. 

TRUTH 

The  Soviets  will  not  risk 
war.  Unless  they  are  sure  they 
can  win. 

NATO. 

We  need  your  support. 

And  the  truth  is,  you  need  ours. 


^*1  A public  service  message  from  this  magazine  and  the 
jOinci  Advertising  Council. 


Motrin  reduces 

inflammation,  pain 

...and  mice 


New  low  price...major  savings 

The  dramatic  reduction  in  the  price  ot  Motrin  Tablets  means  substantial  savings 
from  now  on  for  your  patients  and  for  patients  all  across  the  country  for  whom  Motrin 

Tablets  are  prescribed. 

Motrin  is  priced  lower  than  Clinoril,  Feldene,  or  Naprosyn. 

The  price  of  Motrin  Tablets  to  pharmacies  has  been  reduced  as  much  as  35%. 
Patients  taking  the  average  dosage  should  now  pay  less  for  therapy  with  Motrin  Tablets 
than  for  almost  any  other  nonsteroidal  anti-inflammatory  drug  you 
prescribe. ..  less,  for  example,  than  for  Clinoril,  Feldene,  or  Naprosyn.  And,  of  course, 
all  strengths  of  Motrin  Tablets  continue  to  be  available  by  prescription  only. 

Please  turn  the  page  for  a brief  summary  of  prescribing  information. 


Motrin 

buorofen 


TABLETS 

ma 


Good  medicine...good  value 


© 1984  The  Upjohn  Company 


The  Upjohn  Company 


Upjohn 


Kalamazoo,  Michigan  49001 


Motrin ' Tablets  (ibuprofen) 

Contraindications:  Anaphylactoid  reactions  have  occurred  in  individuals  hypersensitive  to 
Motrin  Tablets  or  with  the  syndrome  of  nasal  polyps,  angioedema  and  bronchospastic  reactivity 
to  aspirin  iodides,  or  other  nonsteroidal  anti-inflammatory  agents 
Warnings:  Peptic  ulceration  and  Gl  bleeding,  sometimes  severe,  have  been  reported  Ulceration, 
perforation  and  bleeding  may  end  fatally  An  association  has  not  been  established  Use  Motrin 
Tablets  under  close  supervision  in  patients  with  a history  of  upper  gastrointestinal  tract  disease 
after  consulting  ADVERSE  REACTIONS  In  patients  with  active  peptic  ulcer  and  active 
rheumatoid  arthritis,  try  nonulcerogemc  drugs,  such  as  gold  If  Motrin  Tablets  are  used,  observe 
the  patient  closely  for  signs  of  ulcer  perforation  or  Gl  bleeding 
Chronic  studies  in  rats  and  monkeys  have  shown  mild  renal  toxicity  with  papillary  edema  and 
necrosis  Renal  papillary  necrosis  has  rarely  been  shown  in  humans  treated  with  Motrin  Tablets 
Precautions:  Blurred  and/or  diminished  vision,  scotomata  and  or  changes  in  color  vision  have 
been  reported  If  these  develop  discontinue  Motrin  Tablets  and  the  patient  should  have  an 
ophthalmologic  examination,  including  central  visual  fields  and  color  vision  testing 
Fluid  retention  and  edema  have  been  associated  with  Motrin  Tablets,  use  with  caution  in  patients 
with  a history  of  cardiac  decompensation  or  hypertension  In  patients  with  renal  impairment, 
reduced  dosage  may  be  necessary  Prospective  studies  of  Motrin  Tablets  safety  in  patients  with 
chronic  renal  failure  have  not  been  done 

Motrin  Tablets  can  inhibit  platelet  aggregation  and  prolong  bleeding  time  Use  with  caution  in 
persons  with  intrinsic  coagulation  defects  and  on  anticoagulant  therapy 
Patients  should  report  signs  or  symptoms  of  gastrointestinal  ulceration  or  bleeding  skin  rash, 
weight  gam,  or  edema 

Patients  on  prolonged  corticosteroid  therapy  should  have  therapy  tapered  slowly  when  Motrin 
Tablets  are  added 

The  antipyretic,  anti-inflammatory  activity  of  Motrin  Tablets  may  mask  inflammation  and  fever 
As  with  other  nonsteroidal  anti-inflammatory  drugs,  borderline  elevations  of  liver  tests  may 
occur  in  up  to  15%  of  patients  These  abnormalities  may  progress  may  remain  essentially 
unchanged,  or  may  be  transient  with  continued  therapy  Meaningful  elevations  of  SGPT  or  SGOT 
(AST)  occurred  in  controlled  clinical  trials  in  less  than  1%  of  patients  Severe  hepatic  reactions, 
including  |aundice  and  cases  of  fatal  hepatitis,  have  been  reported  with  ibuprofen  as  with  other 
nonsteroidal  anti-inflammatory  drugs  If  liver  disease  develops  or  if  systemic  manifestations 
occur  (e  g eosmophiha.  rash,  etc ).  Motrin  should  be  discontinued 
Drug  interactions.  Aspirin:  used  concomitantly  may  decrease  Motrin  blood  levels 
Coumarm  bleeding  has  been  reported  in  patients  taking  Motrin  and  coumarm 
Pregnancy  and  nursing  mothers:  Motrin  should  not  be  taken  during  pregnancy  or  by  nursing 
mothers 

Adverse  Reactions:  The  most  frequent  type  of  adverse  reaction  occurring  with  Motrin  is 
gastrointestinal  of  which  one  or  more  occurred  in  4%  to  16%  of  the  patients 
Incidence  Greater  than  f/o  (but  less  than  3%)— Probable  Causal  Relationship 
Gastrointestinal:  Nausea*  epigastric  pain*  heartburn*  diarrhea  abdominal  distress,  nausea 
and  vomiting,  indigestion,  constipation,  abdominal  cramps  or  pain,  fullness  of  Gl  tract  (bloating 
and  flatulencei  Central  Nervous  System:  Dizziness*  headache,  nervousness  Dermatologic: 
Rash*  (including  maculopapular  type),  pruritus  Special  Senses:  Tinnitus  Metabolic/Endocrine: 
Decreased  appetite  Cardiovascular:  Edema  fluid  retention  (generally  responds  promptly  to 
drug  discontinuation  see  PRECAUTIONS) 

Incidence  less  than  1‘/e -Probable  Causal  Relationship" 

Gastrointestinat  Gastric  or  duodenal  ulcer  with  bleeding  and/or  perforation,  gastrointestinal 
hemorrhage  melena.  gastritis  hepatitis  jaundice,  abnormal  liver  function  tests  Central 
Nervous  System:  Depression,  insomnia  confusion,  emotional  lability,  somnolence  aseptic 
meningitis  with  fever  and  coma  Dermatologic:  Vesiculobullous  eruptions,  urticaria,  erythema 
multiforme.  Stevens-Johnson  syndrome  alopecia  Special  Senses:  Hearing  loss,  amblyopia 
(blurred  and  or  diminished  vision,  scotomata,  and/or  changes  in  color  vision)  (see  PRECAU- 
TIONS) Hematologic:  Neutropenia,  agranulocytosis  aplastic  anemia,  hemolytic  anemia  (some- 
times Coombs  positive),  thrombocytopenia  with  or  without  purpura,  eosmophiha.  decreases  in 
hemoglobin  and  hematocrit  Cardiovascular:  Congestive  heart  failure  in  patients  with  marginal 
cardiac  function,  elevated  blood  pressure  palpitations.  Allergic:  Syndrome  of  abdominal  pain, 
fever  chills,  nausea  and  vomiting  anaphylaxis  bronchospasm  (see  CONTRAINDICATIONS) 
Renal:  Acute  renal  failure  in  patients  with  pre-existing  significantly  impaired  renal  function 
decreased  creatinine  clearance,  polyuria  azotemia,  cystitis,  hematuria  Miscellaneous:  Dryeyes 
and  mouth,  gingival  ulcer  rhinitis 
Incidence  less  than  Pc -Causa!  Relationship  Unknown ** 

Gastrointestinal:  Pancreatitis  Central  Nervous  System:  Paresthesias  hallucinations,  dream 
abnormalities  pseudotumor  cerebri  Dermatologic:  Toxic  epidermal  necrolysis,  photoallergic 
skin  reactions  Special  Senses:  Conjunctivitis  diplopia,  optic  neuritis  Hematologic:  Bleeding 
episodes  (eg.  epistaxis.  menorrhagia):  Metabolic/Endochne:  Gynecomastia,  hypoglycemic 
reaction  Cardiovascular:  Arrhythmias  (sinus  tachycardia  sinus  bradycardia)  Allergic:  Serum 
sickness,  lupus  erythematosus  syndrome.  Henoch-Schonlein  vasculitis  Renal:  Renal  papillary 
necrosis 

•Reactions  occurring  in  3%  to  9%  of  patients  treated  with  Motrin  (Those  reactions  occurring  in 
less  than  3%  of  the  patients  are  unmarked ) 

••Reactions  are  classified  under  Probable  Causal  Relationship  (PCRl  if  there  has  been  one 
positive  rechallenge  or  if  three  or  more  cases  occur  which  might  be  causally  related  Reactions 
are  classified  under  Causal  Relationship  Unknown  if  seven  or  more  events  have  been  reported 
but  the  criteria  tor  PCR  have  not  been  met 

Overdosage:  In  cases  of  acute  overdosage  the  stomach  should  be  emptied  The  drug  is  acidic 
and  excreted  in  the  urine  so  alkaline  diuresis  may  be  beneficial 

Dosage  and  Administration:  Rheumatoid  arthritis  and  osteoarthritis  Suggested  dosage  is  300. 
400.  or  600  mg  t.i.d.  or  q.i  d Do  not  exceed  2400  mg  per  day  Mild  to  moderate  pain  400  mg 
every  4 to  6 hours  as  necessary 

Caution:  Federal  law  prohibits  dispensing  without  prescription  med  b-z-s 


DRINKING  & DRIVING 
CAN  KILL  A FRIENDSHIP 


A Public  Service  of  This  Publication 
©1984  The  Advertising  Council.  Inc 
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Upjohn 


The  Upjohn  Company 
Kalamazoo.  Michigan  49001 
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We  help 
bring  people 


Willow  View’s  adult  program  is 
designed  to  help  people  whose 
emotional  or  mental  problems  are 
temporarily  interfering  with  their 
ability  to  cope  with  the  world. 

These  people  need  intensive, 
individualized  treatment  by 
professional,  sympathetic  people, 
within  a highly  structured  environment  — 
exactly  what  Willow  View  provides.  It  has 
proven  highly  successful.  The  average  stay 
for  patients  in  our  adult  program  is  only 
21  days.  (Treatment  may,  of  course 
continue  on  an  outpatient  basis  after 
release  from  the  hospital.) 

Willow  View  is  the  only  private,  non- 
profit hospital  in  Oklahoma  dedicated 
solely  to  the  treatment  of  psychiatric 
illnesses  of  all  types,  among  all  ages.  The 


back 
to 

life 


key  word  is  “ treatment  ”.  Willow 
View  is  not  an  institution  for  custodial 
care,  and  accepts  only  individuals  who 
are  treatable.  Located  on  15  acres  at 
2601  North  Spencer  Road,  it  is  a 
modern,  fully  staffed  facility  with  180 
full  and  part-time  employees. 

If  you  have  a patient  who  might 
benefit  from  the  rich  mixture  of  care  and 
discipline  at  Willow  View,  and  would  like  to 
know  more  call  us.  We’ll  discuss  our 
programs  and  methods  with  you,  arrange 
— if  you  wish  — a time  for  you  to  visit 
the  facility  and  meet  our  staff.  We  also 
have  an  information  packet  describing  our 
facility,  programs,  and  philosophy,  which 
we  would  be  happy  to  send  to  you  and  to 
anyone  you  recommend. 


Willow  View:  We  help  bring  people  back  to  life. 

Willow  View  Hospital 
2601  N.  Spencer  Rd. 

Oklahoma  City,  OK  73136 

Call,  (4051  427-2441 

WILLOW  VIEW  MEDICAL  STAFF:  Nolen  L.  Armstrong,  M.D.;  Wolfgang  K.  Huber,  M.D.;  Harald  S.  Kruger.  M l)  ; Siavash  Nael,  M D.;  Harold  G Sleeper,  M D ; 
CHIEF  OF  STAFF:  Nolen  L.  Armstrong,  M.D.,  ADMINISTRATOR:  Charles  B.  Linton. 
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OKLAHOMA 

CARDIOVASCULAR 

AND 

THORACIC  SURGERY 
ASSOCIATES 


800  Physicians  Professional  Bldg.  1044  Southwest  44th 
3400  N.W.  Expressway  Suite  #520 

Oklahoma  City,  Oklahoma  73112  Oklahoma  City,  Oklahoma  73109 


William  D.  Hawley,  MD,  Inc  Scott  K.  Lucas,  MD 


Diplomates  American  Board  of  Surgery 
Diplomates  American  Board  of  Thoracic  Surgery 


(405)  946-5641 


(405)  631-8665 


1 (800)  522-6525 


Allen  E.  Greer,  MD,  Inc 
John  M.  Carey,  MD,  Inc 
Nazih  Zuhdi,  MD,  Inc 


James  M.  Hartsuck,  MD,  Inc 
R.  Darryl  Fisher,  MD,  Inc 
Marvin  D.  Peyton,  MD,  Inc 


XVlll 


Oklahoma  State  Medical  Association 


Timberlawn  Psychiatric  Hospital 


• 206  Inpatient  Beds 

• Day  Hospital 

• Outpatient  Psychiatric 
Services 

• Department  of  Child  and  Adolescent 
Psychiatry 


• Family  Assessment  Center 

• Psychiatric  Residency  Program 

• Psychiatric  Evaluation 

PO.  Box  11288  Dallas,  Texas  75223 

214/381-7181 

Established  in  1917 


mwarn 


750  Northeast  13th  Street 
Near  the  Oklahoma  Health  Center 
(2  Blocks  East  of  Lincoln  Blvd.) 
Oklahoma  City,  Oklahoma 


Specializing  in  the  diagnosis 
and  treatment  of  allergic  diseases 
in  adults  and  children. 


George  S.  Bozalis,  MD± 
Vernon  D.  Cushing,  Mm* 
George  L.  Winn,  Mm 
Robert  S.  Ellis,  Mm* 
Lyle  W.  Burroughs,  Mm° 


t Consultant 

t Diplomate  American  Board  of  Allergy  and  Immunology 
* Diplomate  American  Board  of  Internal  Medicine 
° Diplomate  American  Board  of  Pediatrics 

Post  Office  Box  26827 
Oklahoma  City,  Oklahoma  73126 
Telephone  (405)  271-3232 
Dwight  Mitchell,  Jr.,  Administrator 

By  appointment  8 a.m.  to  5 p.m.  (Wednesday  and  Saturday  8 a m.  to  12  noon) 


Charles  D.  Haunschild,  MD+° 
James  H.  Wells,  Mm* 
John  R.  Bozalis,  Mm* 
James  D.  Lakin,  Ph.D.,  Mm* 
John  S.  Irons,  Mm° 
Warren  V.  Filley,  M.D.t* 
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MEDICAL  ARTS  CLINIC  OF  ARDMORE,  INC. 

921  Fourteenth  Avenue  Northwest 
Ardmore,  Oklahoma  73401 


General  Surgery 
THORNTON  KELL,  MD,  FACS 
*TOM  SPARKS,  MD,  FACS 
* WILFRED  S.  GAUTHIER,  MD,  FACS 

Radiology  (Consultants) 

*MICHAEL  W.  BROWN,  MD 
*JAMES  A.  CHAPMAN,  MD 


Pathology  (Consultant) 

*CARL  A.  SCHWEERS,  MD 


Internal  Medicine 

J.  HOBSON  VEAZEY,  MD 

^CLIFFORD  LORENTZEN,  MD,  FACP 

* DAVID  D.  ROSE,  MD 

*JOE  R.  HAMILL.  MD 

*KEVIN  H.  REED,  MD 

*MY  Q.  TRAN,  MD 

Gastroenterology 
+ MY  Q.  TRAN,  MD 

Administrator 
ROGER  H.  HUGHES 


Phone:  A/C  405-223-5311  ""Specialty  Board  Diplomate 

■/Specialty  Board  Eligible 


Orthopedic  & Arthritis  Center 


McBRIDE  CLINIC,  Inc. 

1111  North  Dewey  Oklahoma  City,  Oklahoma  / 232-0341 


DEPARTMENT  OF  ORTHOPEDICS 
"Marvin  K.  Margo,  MD,  FACS 
Names  P.  Bell,  MD,  FACS 
"Stephen  Tkach,  MD,  FACS 
"Joseph  F.  Messenbaugh  III,  MD,  FACS 
"J.  Patrick  Evans,  MD,  FACS 
"Edwin  E.  Rice,  MD,  FACS 
"Warren  G.  Low,  MD 
"Thomas  C.  Howard,  III,  MD 
David  H.  Holden,  MD 

DEPARTMENT  OF  OCCUPATIONAL  and 
INDUSTRIAL  MEDICINE 
Robert  R.  Dugan,  MD 
Jack  W.  Parrish,  MD 

MANAGEMENT  SERVICES 

Specialty  Board  D.plomate  ]ames  A Hyde  Administrator 


DEPARTMENT  OF  ARTHRITIS 
John  A.  Blaschke,  MD 
Mar\'  L.  Duffv  Honick,  MD 
"Richard  J.  Hess,  MD,  FACP 
"Jon  W.  Blaschke,  MD 
*R.  Eugene  Arthur,  MD 
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Oklahoma  State  Medical  Association 


ORTHOPEDIC  ASSOCIATES,  INC. 


3301  N.W.  50th 

Oklahoma  City,  Oklahoma  73112 
(405)  947-091 1 


David  R.  Brown,  MD  David  A.  Flesher,  MD 

Ralph  E.  Payne,  Jr.,  MD  Nathan  E.  Bradley,  MD 

J.  Charles  Monnet,  MD  Thomas  H.  Flesher  III,  MD 


Diplomates  of  American  Board  of  Orthopaedic  Surgery 


Sports  Medicine  Surgery  of  the  Spine 

Arthroscopic  Surgery  Total  Joint  Replacement 


THE  ARTHRITIS  CLINIC 

Arthritis,  Rheumatism  and  Related  Diseases 


Lloyd  G.  McArthur,  PhD,  MD 


Winfred  L.  Medcalf,  MD 
Robert  C.  Troop,  PhD,  MD 


207  C Street  NW  Ardmore,  Ok.  73401 


Phone  (405)  223-5180 
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GLRxr-nason  dime 


PEDIATRICS 

GEORGE  R.  KRIETMEYER,  MD,  Inc. 
HUGH  C.  GRAHAM,  JR.,  MD 
JOEL  K.  GIST,  MD 


INDUSTRIAL  MEDICINE 

WILLIAM  G.  MAYS,  MD,  Inc. 
RALPH  L.  NICHOLSON,  MD,  Inc. 
WAYNE  KELLY,  MD 
JAMES  L.  BACON,  MD 
GLEN  L.  BERKENBILE,  MD 


RADIOLOGY 

WILLIAM  K.  HICKS,  MD 

GENERAL  SURGERY 

ROBERT  G.  PERRYMAN,  MD,  Inc. 
FRANKLIN  S.  NELSON,  MD 


INTERNAL  MEDICINE  & 
EXECUTIVE  PHYSICALS 

ROBERT  T.  CRONK,  MD,  INC. 

WILLIAM  F.  EWING,  MD,  INC. 

BOYD  0.  WHITLOCK,  MD 

RICHARD  H.  REID,  MD 

R.  A.  SEARCY,  MD 

PHILIP  W.  PERRYMAN,  JR.,  MD 

ADMINISTRATION 

JOSEPH  W.  RHINE 

GARY  D.  GIBSON 


1 923  East  21  St  Street  Box  5221 8 •TULSA,  OKLAHOMA  741 52  • PHONE  (918)  742-3341 


THE  McALESTER  CLINIC,  INC. 


Van  Buren  at  Strong 
McAlester,  Oklahoma  74501 
(918)  426-0240 


INTERNAL  MEDICINE 

STEVEN  D.  ATWOOD,  MD 
CHARLES  K.  HOLLAND,  MD 
R.  KERN  JACKSON,  MD 
KENNETH  P.  MILLER,  MD 
LEROY  M.  MILTON,  MD 


FAMILY  MEDICINE 

JOHN  B.  COTTON,  MD 
WILLIAM  E.  GUPTON,  MD 
STEPHEN  D.  SWANK,  MD 

OBSTETRICS-GYNECOLOGY 


PEDIATRICS 

DELTA  W.  BRIDGES,  JR.,  MD 
THURMAN  SHULLER,  MD 
PAUL  S.  THOMAS,  MD 


ROBERT  G.  CATES,  MD 
DAVID  L.  DOYLE,  MD 
DWAIN  DOYLE,  MD 
W.  RILEY  MURPHY,  JR.,  MD 

SURGERY 


OTOLARYNGOLOGY 

DONALD  E.  CRAWLEY,  MD 
SAMUEL  E.  DAKIL,  MD 

RADIOLOGY 

BRUCE  H.  BROWN,  MD 


WILLIAM  G.  BLANCHARD,  MD 
GEORGE  M.  BROWN,  JR.,  MD 
DAVID  T.  MacMILLAN,  MD 

ADMINISTRATION 

PAUL  B.  BISHOP 
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Oklahoma  State  Medical  Association 


Shawnee  Medical  Center  Clinic,  Inc. 

2801  N.  SARATOGA  / P O BOX  849  / SHAWNEE.  OKLAHOMA  74801  / Phone  405-273-5801 


ALLERGY 

A.  M.  Bell.  MD* 


ANESTHESIOLOGY  CONSULTANTS 

Ellis  Brown,  MD" 

Michael  Daughety.  MD 


DERMATOLOGY 

Bert  C Fnchot.  III.  MD* 


FAMILY  PRACTICE 

K T Mosley.  Jr  MD 


GENERAL  SURGERY 

Frank  H Howard.  MD" 
Jerold  D Kethley.  MD 
S.  B.  VanLandingham,  MD 


INDUSTRIAL  MEDICINE 

A M Bell.  MD 
Jake  Jones.  Jr  . MD 


INTERNAL  MEDICINE 

Merle  L.  Davis.  MD 
Larry  D Fetzer.  MD 
Eldon  V Gibson.  MD" 
John  R Hayes.  MD 
D A Mace.  MD 
J.  B.  Jarrell,  MD* 


NEONATOLOGY 

R K Mohan,  MD 


OBSTETRICS,  GYNECOLOGY 

Richard  E Jones,  MD" 

Stephen  E.  Trotter,  MD 


ORTHOPEDIC  SURGERY 

T A Balan.  MD,  FAAOS* 

R.  M Kamath.  MD,  MS  (Ortho) 

S.  M.  Waingankar,  MD 


OTORHINOLARYNGOLOGY 

S Rishi,  MD 


PATHOLOGY  CONSULTANT 

David  L McBride.  MD' 


PEDIATRICS 

A M Bell.  MD 
Jake  Jones.  Jr , MD 
R K Mohan.  MD' 


RADIOLOGY  CONSULTANTS 

William  Phillips,  MD' 

Robert  G Wilson,  MD' 

Cranfill  K Wisdom.  MD' 


UROLOGY 

N M Kotecha.  MD 


ADMINISTRATOR 

W J.  Birney 

Board  Certified 


THE  CHICKASHA  CLINIC 


AND 


CHICKASHA  CLINIC  AT  TIMBER  CREEK 


FAMILY  PRACTICE 

J W McDomel.  MD 
J.  O Wood.  Jr.,  MD 


INTERNAL  MEDICINE 

W.  S Harrison,  MD 
D L.  Stehr,  MD 
R S Davis.  MD 
Don  R Hess,  MD 
Vernon  A Vix.  MD 
Randall  L.  Jenkins.  MD 

CARDIOLOGY 

J.  T.  Bledsoe.  MD 

GASTROENTEROLOGY 

C K Su,  MD 

DERMATOLOGY 

David  H Deck.  MD 


GENERAL  AND 
VASCULAR  SURGERY 

Linda  M Johnson.  MD 
Virginia  Hall,  MD 

THORACIC  AND 
VASCULAR  SURGERY 

Paul  B Loh.  MD 

OPHTHALMOLOGY 

John  R Gearhart,  MD 

UROLOGY 

K.  T Varma.  MD 

ORTHOPEDIC  SURGERY 


ANESTHESIOLOGY 

T Gowlikar,  MD 
Gideon  Lau.  MD 
M M Vaidya.  MD 

PHYSICAL  MEDICINE 
AND  REHABILITATION 

Kumad  Vaidya.  MD 

RADIOLOGY  (Consulting) 

Medical  Radiology.  Inc. 

CLINICAL  PSYCHOLOGY 

James  M Ross,  PhD 

SPEECH  PATHOLOGY 

Colette  Ellis.  MEd,  CCC 


PEDIATRICS 

R E Herndon,  MD 
E R Orr.  MD 
J E Freed.  MD 
M P Escobar.  MD 
D.  F Haslam,  PhD.  MD 
OBSTETRICS  AND  GYNECOLOGY 
Nancy  W Dever  MD 
Alan  J Weedn,  MD 

Michael  Beason.  MD  Q Accredited 


W T Morris.  MD 
Keith  W Riggins.  MD 

GENERAL  SURGERY  AND 
INDUSTRIAL  MEDICINE 

C R.  Gibson.  MD 


Accreditation  Association  for  Ambulatory 


PHYSICIANS  ASSISTANTS 

W M.  Ohl.  PA 
H.  L.  Watkins.  PA 
Myra  Campbell.  PA 

ADMINISTRATION 

James  W Loy 
Benjamin  Kready 

Care,  Inc 


MAIN  CLINIC 

2222  IOWA,  CHICKASHA,  OK  224-4853 


CHICKASHA  CLINIC  AT  TIMBER  CREEK 
ROUTE  3,  BOX  124M,  TUTTLE,  OK  73089 
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Raymond  F.  Hain,  M.D. 
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Jack  M.  Stephenson,  M.D. 

Robert  C.  MacKay,  M.D. 
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Dan  F.  Keller,  M.D. 
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Perry  A.  Lambird,  M.D. 
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Michael  R.  Harkey,  M.D. 

Fay  Knickerbocker,  M.D. 
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Thomas  A.  Hosty,  M.D. 

Lynn  B.  Moon,  M.D. 

Peter  F Brumbaugh,  M.D. 
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/ 

John  R.  Rogers,  M.D. 
Hatton  W.  Sumner,  M.D. 

Peter  A.  Accetta,  M.D. 

Ronald  J.  Biscopink,  M.D. 

Diplomates.  Amer  Board  of  Pathology 

X^ce 

of 

Diplomates.  Amer  Board  of  Pathology 

Pasteur  Medical  Bldg. 

Oklahoma  City,  Oklahoma 

PATIENT  CARE  FACILITIES 

Edmond 

Physicians  & Surgeons  Bldg. 

Room  254 

13439  N.  Broadway  Ext. 

Room  105 

1111  N.  Lee 

Edmond,  OK 

1211  N.  Shartel 

West  Laboratory 

North  Laboratory 

East  Laboratory 

Room  100 

Room  LL7 

Room  113 

3400  N.W.  Expressway 

4200  W.  Mem.  Rd. 

711  Stanton  Young  Blvd. 

(405)  239-7111 

South  Laboratory 
Room  107 
1044  S.W.  44 

PICKUP— DELIVERY 

1111  N.  Shartel 

1-800—942-3514 

OKLAHOMA  HANDc^&fl 
SURGERY  CENTER,  INcTbg  ) 

Carlos  A.  Garcia-Moral,  MD,  FACS 


405/232-3210 

711  Stanton  L.  Young  Boulevard,  Suite  510  Oklahoma  City,  Ok  73104 


OKLAHOMA  LUNG  FUNCTION  LABORATORY,  INC. 

R.J.  Dougherty,  MD 


□ Oxygen  saturation  by  oximetry 
(To  meet  Medicare  criteria  for 
continued  reimbursement  for  home 
oxygen  use) 

□ Arterial  blood  gas  analysis 


□ Clinical  spirometry 

□ Lung  volumes 

□ Diffusing  capacity 

□ Diagnostic  skin  testing 


235-3338  1111  North  Lee,  Pasteur  Building  224  235-1701 
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Oklahoma  State  Medical  Association 


UROLOGICAL  and 
GENITOURINARY  SURGERY 


OKLAHOMA 


CHARLES  L.  REYNOLDS,  JR.,  MD,  FACS,  FICS 
DIPLOMATE  of  the  AMERICAN  BOARD 
of  UROLOGY 

DISEASES  of  the  KIDNEY, 

BLADDER  and  PROSTATE 
GENITOURINARY  SURGERY 
FEMALE  URINARY  TRACT  DISEASE 
PEDIATRIC  UROLOGY 
MICROSURGERY  for  INFERTILITY 
PROSTHETIC  SURGERY  for  IMPOTENCY 
RENAL  PHYSIOLOGY  LABORATORY 
URODYNAMICS  LABORATORY 

3131  NORTHWEST  EXPRESSWAY 
SUITE  201 

OKLAHOMA  CITY,  OKLAHOMA  73112 

TOLL  FREE  (800)  522-8668 

OFFICE  (405)  843-5761  RESIDENCE  (405)  842-6420 
IF  NO  ANSWER  (405)  523-1999 


Oklahoma  Spine/Pain  Clinic 

Multi-disciplinary  approach 
to  evaluation  and  treatment 
of  acute  or  chronic  musculoskeletal  pain. 


William  N.  Harsha,  MD 
Diplomate  American  Board  Orthopaedic  Surgery 

Doctors  Medical  Building 
Oklahoma  City,  Oklahoma  73112 
5700  N.W.  Grand  Blvd. 

(405)  943-9561 


OKLAHOMA  PLASTIC  & RECONSTRUCTIVE  SURGEONS,  INC. 

W.  Edward  Dalton,  MD,  FACS  Paul  Silverstein,  MD,  FACS  J.  Michael  Kelly,  MD,  FACS 

Plastic,  Reconstructive  & Cosmetic  Surgery;  Surgery  of  the  Hand  & Congenital  Deformities; 
Oncologic  Surgery  of  the  Head  and  Neck,  Burn  Surgery 

3301  Northwest  63rd  Street,  Oklahoma  City,  Okla.  73116 
(405)  946-0731 

Board  Certified  in  Plastic  Surgery 
Board  Certified  in  General  Surgery 


PRACTICE  OPPORTUNITIES  IN  OKLAHOMA 

Numerous  rural  communities  in  Oklahoma  seeking  physicians  of  all  specialties. 

For  more  information,  contact: 

Patti  Jacobs,  Physician  Placement  Officer 
College  of  Medicine 

O. U.  Health  Sciences  Center 

P. O.  Box  26901 

Oklahoma  City,  Oklahoma  73190 
(405)  271-2049 

No  charge  for  services. 
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TURN 

TO  POSTGRADUATE  MEDICINE 


Each  issue  filled  with  diverse 
practical  information  in  all  areas 
of  medical  practice  including: 

• IM  Subspecialties 

• Pediatrics 

• Obstetrics/Gynecology 

• Emergency  Medicine 

• Other  Key  Clinical  Areas 


Read  every  issue 

Postgraduate 
Medicine  M 


Where  Clinical  Diversity  is  an  Art. 


THE 

SECOND 

ANNUAL 

WESTERN 

REGIONAL 

ONCOLOGY 

CONFERENCE 

January  17  and  18,  1985,  Marriott  Hotel, 

El  Paso,  Texas,  cosponsored  by  Texas  Tech 
University  School  of  Medicine  Regional 
Academic  Health  Center,  Providence  Memorial 
Hospital  and  The  American  Cancer  Society 
(CMEs  and  CEARPs  applied  for) 

FOR  INFORMATION  CONTACT:  EUNICE  GOLDSMITH. 
CONFERENCE  COORDINATOR.  PROVIDENCE 
MEMORIAL  HOSPITAL.  2001  N.  OREGON.  EL  PASO, 
TEXAS  79902,  (915)  542-6699 


Professional  INSTALLMENT  LOANS 

$1 5,000 
s 90,000 

Decision  in  24  to  48  Hours! 
Same-Day  Answer  to  Applications 
Received  By  Express  Mail 

• Deal  Directly  With  Lender 

• Deferred  Payment  Plans 

• No  Prepayment  Penalty 

• No  Restriction  on  Use  of  Funds  For: 
Investments,  Payment  of  Taxes,  Debt  Consolidation, 

Tax  Shelters,  Pension  Plan  Contributions 

Ask  for  Thomas  Todd 

CALL  TOLL  FREE: 

800-423-5025 

Serving  The  Medical  Profession  Since  1966 

WOODSIDE  CAPITALCORP. 

National  Headquarters 
Woodside  Capital  Building 

21424  Ventura  Boulevard.  Woodland  Hills,  California  91364 
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Oklahoma  State  Medical  Association 


CARDIOVASCULAR 


AEROSPACE  MEDICINE 


CLYDE  A LYNN.  BA.  MPH,  MD 
Board  Certified,  Aerospace  Medicine 
Fellow,  Amencan  College  of  Preventive  Medicine 
Flight  Surgeon,  US  Army  and  Navy 
Commercial  Pilot  and  Flight  Instructor.  Instrument  and  Multi-engine 
Referrals  for  Medical  Certification  of  Pilots  Accepted 
1317  Brookhaven  Blvd  by  Appointment  (405) 

Norman.  OK  73069  _ „ . ..  . c , „ 329-26) 

Senior  Aviation  Medical  Examiner 

FA  A NO  07448-1 


ALLERGY 


Northwest  Medical  Center 

NORTHWEST  ALLERGY  CLINIC.  INC 

John  L Davis.  MD 
3330  N W 56th 


Oklahoma  City.  Oklahoma  73112 
405  843-6619 


Suite  602 


OKLAHOMA  ALLERGY  CLINIC.  INC 


Specializing  in  the  Diagnosis  and  Treatment  of  Allergic  Disease 


George  S Bozalis.  MD? 
Vernon  D Cushing.  MD* 
George  L.  Winn.  MD* 
Ftobert  S.  Ellis,  MD* 

Lyle  W.  Burroughs,  MD* 


Charles  D.  Haunschild.  MDT 
James  H Wells.  MD’’ 

John  R Bozalis.  MD** 
James  D.  Lakin.  PhD.  MD*’ 
John  S.  Irons.  MD" 

Warren  V.  Filley,  MO* 


CARDIOVASCULAR  CLINIC 

Wm  Best  Thompson,  MD  Ronald  H White.  MD  W H Oehlert,  MD 

Galen  P Robbins.  MD  William  J.  Fors.  MD  Charles  F Bethea,  MD 
William  S Myers,  MD  Fred  e Lybrand,  MD 

Lawrence  M Higgs.  MD  Mel  Clark.  MD 

CARDIOVASCULAR  DISEASES 
Cardiac  catheterization,  aortography  and  coronary  arteriography 
Coronary  and  Peripheral  angioplasty,  telephone  electrocardiography 
and  echocardiography 

Nuclear  cardiology  and  Treadmill  effort  tolerance 
CARDIOVASCULAR  BUILDING 

3300  Northwest  56th  Oklahoma  City.  Okla  731 12  Telephone  947-3341 

CARDIOVASCULAR  ASSOCIATES 
Adult  Cardiovascular  Diseases 

Cardiac  Catheterization,  Aortography  and  Selective  Coronary  Arteriography 
Coronary  and  Peripheral  Angioplasty 
Telephone  Electrocardiography  (24  hr.  service),  Treadmill 
Effort  Tolerance,  Hypertensive  Evaluation 
*J.J  Donnell,  MD  947-2556  *G.L  Homck,  MD  943-8428 
"J.  L.  Bressie.  MD  946-0568  A.F.  Elliott,  MD  943-8421 
A S.  Dahr,  MD  947-2321  Gary  Worcester.  MD  943-4134 

Jan  Voda,  MD  947-1297 

'Certified  by  the  American  Board  of  Cardiovascular  Disease 
Doctors  Medical  Building 

8th  Floor  5700  N.W.  Grand  Blvd  Oklahoma  City,  Oklahoma  73112 


DERMATOLOGY 


RONALD  W GILCHRIST.  JR  . MD 


-Consultant 

Diplomate  American  Board  of  Allergy  and  Immunology 
Diplomate  Amencan  Board  of  Internal  Medicine 
Diplomate  American  Board  of  Pediatrics 


Diseases  and  Malignancies  of  the  Skin 
X-Ray  and  CCfe  Laser  Therapy 

Oklahoma  City.  632-5565 

OK  73109  3500  South  Western 


Office  Address 

750  Northeast  13th  Street 

Telephone  405  271-3232 


Mail  Address: 

Post  Office  Box  26827 
Oklahoma  City.  OK  73126 


JAMES  A MURRAY,  MD.  INC 
Diagnosis  and  Treatment  of  Allergic  Diseases 
Adults  and  Children 

JAMES  A MURRAY.  MD 
Fellow  American  Academy  of  Allergy 
Fellow  Amencan  College  of  Allergists 
Diplomate  American  Board  of  Allergy  and  Immunology 

Suite  101  6465  Soulh  Yale  Avenue 

Warren  Professional  Building  918  492-0484 

Tulsa,  Oklahoma  74177 


SKIN  & SKIN  CANCER  CENTER.  INC 
C Jack  Young.  MD 

Radium  Therapy  Hemangiomas  X-Ray  Therapy 


CLINIC  BUILDING  3434  N W 56th 

OKLAHOMA  CITY.  OKLAHOMA  946-5678 


ENDOCRINOLOGY  - METABOLISM  - DIABETES 


JOHN  WHITFIELD  DRAKE.  MD 

Diplomate  American  Board  of  Internal  Medicine  in  Endocrinology 
Langston  Medical  Clinic,  Inc  / 842-8655 
3200  W Wilshire  Blvd.  Oklahoma  City,  Oklahoma  73116 


GASTROENTEROLOGY 


S.  A KHAN.  MD.  MRCP.  (UK) 

Diplomate  American  Board  of  Internal  Medicine 
in  Gastroenterology 
THERAPEUTIC  Gl  ENDOSCOPY 
Sclerosis  of  Esophageal  Vances,  Colonic  Polypectomy 
ERCP.  Gastric  Outlet  Dilatation,  YAG  - Laser 


Professional  Card  listings  are  available  to  Members. 
They  are  sold  in  vertical  increments  of 
one-half  inch,  at  the  rate  of  $50.00  per  year. 


Pasteur  Medical  Building.  #211,  Okla  City.  Oklahoma  235-9275 

2801  Parklawn.  #401,  Midwest  City,  Oklahoma  732-6223 


NEPHROLOGY 


T.  V.  VENKATARAMAN,  MD 
Diplomate  - Amencan  Board  of  Internal  Medicine 
and  Nephrology 

1111  N.  Lee.  Suite  553  316  S.  Midwest  Blvd. 

Oklahoma  City,  OK  731 03  Midwest  City,  OK  731 10 

(405)  235-8229  (405)  733-9987 

If  no  answer  (405)  272-7155 
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NEUROPSYCHIATRY 


PEDIATRIC  SURGERY 


HAROLD  G SLEEPER,  MD,  FAPA 
Diplomate  American  Board  ol  Psychiatry 
and  Neurology  in  Psychiatry 
Practice  Limited  to 

Psychiatry  — Electroencephalography 
2603  Spencer  Road 

424-5293  Spencer  Oklahoma  73084  WVH  427-2441 


OPHTHALMOLOGY 


John  W Huneke  MD  FACS.  Inc 
Diseases  and  Surgery  of  the  Eye 
Certitieo  oy  the  Amencan  Board  of  Ophthalmology 
Phone  332-1880  1414  Arlington  Suite  2300  Ada  Oklahoma  74820 


JAMES  B MILLS  MD  232-4222 

Surgery  and  Diseases  of  the  Eye 

JAY  C JOHNSTON  MD  232-5543 

Lacrimal  Surgery  Dacryocystorhinostomy  Jones  Tubes 

Certified  by  the  American  Board  of  Ophthalmology 
425  NW  11th  Street  Oklahoma  City  73103 


JAMES  L DUNAGIN,  JR  MD 
Diseases  and  Surgery  of  the  Eye 
Diplomate  American  Board  of  Ophthalmology 
6th  and  Washington  McAlester.  Oklahoma  74501 

V JERRY  SHEPHERD  MD 
Diseases  and  Surgery  of  the  Eye 
Certified  by  the  American  Board  of  Ophthalmology 

3400  NW  56th  St  Suite  G-2  Ph°ne  946’332'  Oklahoma  City  731 12 


ORTHOPEDICS 


DUNCAN  REGIONAL  ORTHOPAEDIC  ASSOCIATES.  INC 

THOMAS  J ElSER.  MD 
ROBERT  M.  SIMPSON.  MD 

ORTHOPAEDIC  SURGERY  & SURGERY  OF  THE  HAND 

DIPLOMATES  AMERICAN  BOARD  OF  ORTHOPAEDIC  SURGERY 
FELLOWS  AMERICAN  ACADEMY  OF  ORTHOPAEDIC  SURGEONS 

2815  W Elk 

OFFICE  1405)  252-3400 DUNCAN.  OKLAHOMA  73533 

ORTHOPEDIC  SURGERY  AFFILIATES  INC 
1044  S.W  44th 

Oklahoma  City.  Oklahoma  73109 
405-631-7444 

Dale  R Butler  MD  FACS  G David  Casper  MD 

J A Rosacker  MD 


JOHN  RAYMOND  STACY  MD  FACS 
Diplomate  American  Board  of  Orthopedic  Surgery 
Orthopedic  and  Fracture  Surgeon 

415  NW  12th  St  Oklahoma  City  Oklahoma  235-6315 


OTOLARYNGOLOGY 
HEAD  AND  NECK  SURGERY 


Oklahoma  Otolaryngology  Associates 
RAYMOND  O SMITH  JR  MD  FACS 
Head  and  Neck  Surgery 
Facial  Plastic  and  Reconstructive  Surgery 
4200  West  Memorial  Road  Suite  606 
Oklahoma  City  Oklahoma  73120 
Phone  405  755-1930 


Professional  Card  listings  are  available  to  Members. 
They  are  sold  in  vertical  increments  of 
one-half  inch,  at  the  rate  of  S50.00  per  year. 


E Ide  Smith  MD'  Wm  P Tunell  MD'  Dennis  J.  Hoelzer.  MD 

940  N E 13th  Street 

Oklahoma  City  Oklahoma  73126  405  271-5922 

'American  Board  of  Surgery  — 

Special  Comoetence  in  Pediatnc  Surgery 


PSYCHIATRY 


JOHN  C.  CHELF,  MD 

Diplomate  of  Amencan  Board  of  Psychiatry  and  Neurology  in  Psychiatry 

Suite  208  Medical  Plaza  Building  620  South  Madison  Enid.  OK  73701 

233-7356 

LARRY  PRATER.  MD 
Practice  Limited  to  Psychiatry 

Suite  318  Classen  Professional  Bldg.  232-5453/272-7155 

1 110  N Classen  Boulevard  Oklahoma  City.  Oklahoma  73106 

PSYCHIATRY  272-0734 

Robert  J.  Outlaw.  MD.  FAPA 
R.  Murali  Knshna.  MD.  MAPA 

Diplomates  of  Amencan  Board  of  Psychiatry  and  Neurology  in  Psychiatry 
Shree  S.  Vinekar.  MD.  FAACP 
Diplomate  of  Amencan  Board  of  Psychiatry  and  Neurology 
in  Psychiatry  and  Child  Psychiatry 
John  C.  Andrus.  MD,  MAPA 

Thurman  E Cobum,  PhD.  Licensed  Clinical  Psychologist 
Philip  J.  Murphy,  PhD.  Licensed  Clinical  Psychologist 
David  Schwartz.  ACSW.  Clinical  Psychiatric  Social  Worker 

Suite  308  Physicians  and  Surgeons  Building 
1211  North  Shartel,  Oklahoma  City  73103 


PULMONARY  DISEASE 


STEPHEN  N ADLER.  MD 
Diplomate 

Amencan  Board  of  Internal  Medicine 
American  Board  of  Internal  Medicine  - Pulmonary  Disease 

Pulmonary  Medicine  Fiberoptic  Bronchoscopy 

Pulmonary  Function  and  Methacholme  Testing  Lung  Needle  Biopsy 

Pulmonary  Artery  (Swan-Ganz)  Catheterization  Critical  Care  Medicine 

Mercy  Doctors  Tower  4200  Memonal  Road 

Oklahoma  City  OK  73120  (405)  755-4290 


RAYMOND  J DOUGHERTY  MD 

Diplomate  American  Board  of  Pulmonary  Disease 
Practice  Limited  to  Pulmonary  Disease 

204  Pasteur  Building  235-1701 

Oklahoma  City.  Oklahoma  73103 


NORMAN  K IMES.  MD 
DENNIS  M PARKER.  MD 

Diplomates  American  Board  of  Internal  Medicine 
American  Board  of  Internal  Medicine  - Pulmonary  Disease 
Consultants  in  Diseases  of  the  Chest 
Fiberoptic  Bronchoscopy 
Pulmonary  Function  Evaluation 
Intensive  Care  Medicine 

3330  N W 56  Street  405  949-9400 

Oklahoma  City  Oklahoma  73112 
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Oklahoma  State  Medical  Association 


RADIOLOGY 


CHET  BYNUM.  MD 


Fluoroscopy 

Xeromammography 


DIAGNOSTIC  RADIOLOGY 


GLENNA  YOUNG,  MD 


Tomography 
Ultra  Sonography 


WHOLE  BODY  CT  SCANNING 


13301  N.  Meridian  Bldg  300 
Oklahoma  City,  Oklahoma  73120 
(405)  752-0186 


1125  N Porter 
Norman,  Okla  73071 
(405)  364-1071 


RADIOLOGY  ASSOCIATES.  INC 

JAMES  T BOGGS.  MD  MICHAEL  A SARTIN.  MD 

ROBERT  SUKMAN.  MD.  FACR  RALF  E TAUPMANN.  MD 

WILLIAM  R ALBRACHT.  MD  GARY  G ROBERTS.  MD 

ROGER  B COLLINS.  MD  JOHN  R OWEN.  MD 

GEORGE  BEN  CARTER.  MD  HAROLD  D DAVIDSON,  MD 

RICHARD  B PRICE  MD.  FACR.  DABNM  JAY  A HAROLDS.  MD.  DABNM 

Diplomates  American  Board  of  Radiology 
X-Ray-Diagnosis  including  Ultra  Sonography.  Xeromammography, 
Radiation  Therapy  — Nuclear  Medicine  — CAT  Scanning 
Digital  Subtraction 


204  Medical  Tower  Bldg  848-7741 
400  Physicians  Prol  Bldg  943-9646 
700  Doctors  Medical  Bldg  946-9923 


Baptist  Medical  Center  949-3202 

Bethany  General  Hospital  787-3450 

Deaconess  General  Hospital  946-558’ 


RADIOLOGIC  SPECIALTIES  LTD 
4045  Northwest  64th  Street.  Suite  125 
Oklahoma  City,  Oklahoma  731 16 

Practice  Limited  To  Whole  Body  CT  Scanning 
V C Tisdal  III  MD  (405)848-0075  Rebecca  Goen  Tisdal.  MD 

Diplomates  American  Board  c!  Radiology 


SURGERY 


ROBERT  B HOWARD.  MD.  FACS 
Certified  American  Board  of  Surgery 
Practice  Limited  to  General  Surgery  and  Diseases  of  the  Thyroid  Gland 
544  Pasteur  Medical  Bldg  Phone  235-2341  Oklahoma  City 


MICHAEL  E REIF,  MD 
Diplomate  American  Board  of  Surgery 
Fellow  American  College  of  Surgery 
General  and  Peripheral  Vascular  Surgery 
708  Mercy  Doctors  Tower  By  appointment  755-1750 

4200  West  Memorial  Road  Oklahoma  City.  OK  73120  After  hours  232-8861 


SURGERY.  COLON  AND  RECTAL 


ROBERT  J CAPEHART.  MD 


2325  South  Harvard 


Suite  306 


Tulsa.  Oklahoma  741 14 
(918)  744-5817 

Practice  Limited  To  Colon  & Rectal  Surgery  and  Colonoscopy 

SURGERY,  RECONSTRUCTIVE  AND  PLASTIC 


PARAMJIT  S BAJAJ.  MD.  FACS 
FRCS  (England),  FRCS  (Edinburgh) 

Certified  American  Board  of  Plastic  Surgery 
Plastic  and  Reconstructive  Surgery 
Maxillofacial  and  Cosmetic  Surgery 
Surgery  of  the  Hand 

1110  N Classen  Blvd  235-6671 

Suite  304 


Oklahoma  City.  Okla.  73106 


6913  S.  Canton 


LEONARD  H BROWN.  MD 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 
Plastic  and  Reconstructive  Surgery 
Cosmetic  Surgery 

Tulsa,  Oklahoma  74136 


492-3964 


3400  N W Expressway 


WILLIAM  J.  FORREST.  MD 
Plastic  and  Reconstructive  Surgery 
Surgery  of  the  Hand 

Oklahoma  City 


947-876C 


HERBERT  M KRAVITZ.  MD.  FACS 

Diplomate  American  Board  of  Plastic  Surgery 
Reconstructive.  Cosmetic  and  Hand  Surgery 


Office  946-2694 


2620  Northwest  Expressway 
Oklahoma  City.  Oklahoma 

UROLOGY 


GENE  T BAUMGARNER.  MD.  FACS 
Diplomate  of  the  American  Board  of  Urology 
Mercy  Doctors  Tower 
4200  West  Memorial  Road 


Oklahoma  City.  Oklahoma  73120 


405  755-3723 


Suite  606 
1211  N Shartel 


A de  QUEVEDO.  MD,  Inc 
Diplomate  of  the  American  Board  of  Urology 

Oklahoma  City.  Oklahoma  73103 


232-1333 


PHILIP  D.  DIGGDON,  MD,  FACS 
Diplomate  of  the  American  Board  of  Urology 
312  Warren  Prof.  Bldg.  6465  S.  Yale.  Tulsa,  OK 
Office:  (918)  492-6322  Home:  (918)  492-1143 
Same  day  service 


CLARK  HYDE.  MD 

2801  Parklawn  Dr.,  #300  „ . . . 1110  N Classen,  #205 

Midwest  City,  OK  73110  Pediatnc  and  Adult  Urology  0k|ahoma  Cjty  0K  73106 
(405)  737-5667  (405)  232-0273 


BARNEY  J LIMES.  MD 
Practice  Limited  to  Urology 

Physicians  and  Surgeons  Bldg 
1211  N.  Shartel 
Oklahoma  City 
Phone  235-0315 


JOSEPH  D PARKHURST,  MD 
Diplomate  American  Board  of  Urology 
7908  N W 23rd  Street 
Bethany,  OK  73008 


Suite  7 
495-6134 


CHARLES  L REYNOLDS.  JR  . MD.  FACS.  FlCS 
DIPLOMATE  of  the  AMERICAN  BOARD  of  UROLOGY 
DISEASES  of  the  KIDNEY.  BLADDER,  and  PROSTATE 

3131  NORTHWEST  EXPRESSWAY 
OKLAHOMA  CITY.  OKLAHOMA  73112 


OFFICE  405  843-5761 


RESIDENCE  405  842-6420 


IF  NO  ANSWER  405  523-1999 


1110  Classen  Blvd 
Oklahoma  City,  OK 
73106 


JAMES  R.  WENDELKEN,  MD 
Pediatric  and  Adult  Urology 

Telephone  (405)  232-0273 


2801  Parklawn 
Midwest  City.  OK 
73110 


PHILLIP  H.  WINSLOW.  MD.  FACS 
Diplomate  American  Board  of  Urology 


Hours  by  Appointment 
(405)  765-4620 

Answering  Service  (405)  765-5826 


Medical  Plaza 
123  Patton  Drive 
Ponca  City.  OK  74601 
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From  the  Prez  . . . 

One  of  the  most  difficult  things  about  writing 
the  Auxiliary  page  for  this  journal  is  that  each 
article  is  due  two  months  prior  to  your  reading 
it.  So  often  what  is  a pressing  matter  at  writing 
is  no  longer  an  issue  at  publication.  With  this 
in  mind  I will  say  it  is  now  November  — a time 
for  looking  back  over  the  year  — for  drawing 
friends  and  family  near  to  give  thanks  for  our 
accomplishments  and  to  those  who  helped  make 
them  possible.  Our  county,  state,  and  national 
leaders  have  given  countless  hours  of  their  time 
and  energy  to  achieve  certain  goals  and  should 
be  thanked  for  their  efforts.  You  will  hear  from 
other  chairmen  later  but  to  date  some  of  our 
accomplishments  include  the  following: 

We  have  more  auxiliary  OMPAC-AMPAC 
members  this  year  than  there  have  been  in  re- 
cent years.  Although  the  percentage  is  small 
our  numbers  are  growing.  I think  this  shows  a 
growing  interest  in  legislative  involvement. 

For  the  first  time,  we  have  a state  Publicity 
Coordinator,  Betty  Edge.  Betty  has  mailed  out 
several  news  releases  for  county  use,  most  of 
them  ready  to  be  delivered  to  newspapers  or 
radio  stations  in  your  communities. 

Long  Range  Planning  is  developing  a state 


People  Bank  — a resource  for  speakers  and  in- 
formation for  county  and  state  programs  and 
projects. 

Also  this  year,  for  the  first  time,  the  state 
Auxiliary  has  sponsored  one  (and  is  working  on 
a second)  public  service  announcement  that  was 
aired  on  TV  and  radio  stations  across  the  state. 
All  PSAs  will  deal  with  health  issues,  with  the 
first  being  childhood  immunizations. 

Other  projects  include  the  membership 
committee’s  “Join-a-thon,”  an  auction  for  AMA- 
ERF,  and  the  continued  efforts  by  county  aux- 
iliaries to  install  our  organ  donation  posters  in 
all  license  tag  agencies  across  the  state. 

As  your  President,  I would  like  to  thank 
all  those  mentioned  in  the  above,  and  those  not 
mentioned,  for  their  dedication  to  Auxiliary. 
From  the  county  member  on  up,  your  efforts  on 
behalf  of  Auxiliary  are  noticed  and  appreciated 
by  many.  We  have  enjoyed  many  blessings.  In 
the  spirit  of  Thanksgiving  it  is  appropriate  to 
appreciate  all  our  blessings.  I pray  for  one  more 
blessing  for  all  of  us  — A Grateful  Heart. 

Pam  Oster 
President 
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■ Charles  M.  Cameron,  MD,  Oklahoma 

City,  has  been  named  dean  of  the  University  of 
Oklahoma  College  of  Public  Health.  He  is  a 
1948  graduate  of  Vanderbilt  University  School 
of  Medicine  specializing  in  general  preventive 
medicine.  Cameron  completed  postgraduate 
studies  in  public  health  at  the  Harvard  School 
of  Public  Health  and  the  University  of  North 
Carolina  School  of  Public  Health,  where  he  re- 
ceived a master  of  public  health  degree.  He  has 
served  as  deputy  commissioner  of  the  Oklahoma 
State  Department  of  Health  as  well  as  chief  of 
preventive  medicine.  Most  recently  he  served 
as  chairman  of  the  Department  of  Health  Ad- 
ministration for  the  University  of  Oklahoma. 

■ The  new  director  of  research  and  educa- 
tion at  the  Oklahoma  Cardiovascular  Institute 
(OCI)  in  Oklahoma  City  is  Clinton  N.  Corder, 
PhD,  MD,  of  Tulsa.  He  received  his  PhD  from 
Marquette  University  and  his  MD  from 
Washington  University  in  St  Louis.  Corder  has 
held  a professorship  in  both  internal  medicine 
and  pharmacology  at  Oral  Roberts  University 
and  most  recently  at  the  University  of  Ok- 
lahoma Tulsa  Medical  College.  At  the  OCI,  he 
will  assume  the  direction  of  several  ongoing  in- 
vestigative programs  and  expand  the  profes- 
sional and  public  educational  programs. 

■ American  physicians  order  from  four  to 

forty  times  more  outpatient  tests  than  their 
British  counterparts,  according  to  a study  by 
Arnold  M.  Epstein,  MD,  MA,  of  Harvard  Medi- 
cal School,  and  colleagues  in  the  Journal  of  the 
American  Medical  Association  (JAMA).  The 
study  documents  differences  in  test  use,  the  re- 
searchers say,  adding,  “Further  study  is  needed 
to  determine  whether  the  conservative  use  of 
diagnostic  services  adversely  affects  patient  out- 
comes or  represents  a more  cost-effective  form 
of  care.” 

■ The  AM  A claim  form,  now  the  most  wide- 
ly used  and  accepted  claim  form  in  the  United 
States,  has  been  updated  and  revised.  The  new 
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form  incorporates  changes  requested  by  the 
Health  Care  Financing  Administration 
(HCFA).  Using  the  old  form  after  December  1 
could  delay  reimbursement.  HCFA  has  ap- 
proved the  new  form  for  Medicare  and  Medicaid. 
More  than  thirty  Blue  Shield  plans  use  the 
AMA  form.  The  Health  Insurance  Association 
of  America  also  recommends  it  to  300  member 
companies.  To  receive  an  information  packet, 
write  to  the  AMA  Department  of  Health  Care 
Financing  and  Organization,  AMA  Headquar- 
ters, 535  N Dearborn,  Chicago,  Illinois  60610. 

■ Primary  care  physicians  numbered 

202,117  in  1982,  representing  43.7%  of  the 
462,947  practicing  physicians  in  the  United 
States  as  of  December  31  of  that  year,  according 
to  the  latest  figures  released  by  the  AMA  Physi- 
cian Masterfile.  Primary  care  specialties  and 
the  percentage  of  physicians  in  those  specialties 
were:  internal  medicine,  17.3%;  family  practice, 
7.3%;  pediatrics,  6.8%;  general  practice,  6.2%; 
and  obstetrics/gynecology,  6.1%. 

■ The  Food  and  Drug  Administration  of 

the  US  Department  of  Health  and  Human  Ser- 
vices has  published  a monograph  called  “The 
Big  Quack  Attack”  as  part  of  a campaign  to 
reduce  health  fraud.  The  monograph  offers 
examples  of  nine  categories  of  modem  quack 
medical  devices,  including  figure  enhancers  and 
arthritis  and  pain  relievers,  and  suggests  a rule 
of  thumb:  “If  it  sounds  too  good  to  be  true,  it 
probably  is.”  For  additional  information:  Alex- 
ander Grant,  FDA,  (301)  443-3170. 

■ One  of  the  most  dangerous  medicosocial 

phenomena  in  recent  years  has  been  the  appear- 
ance of  “chelation  clinics”  for  the  treatment  of 
cardiac  and  peripheral  vascular  disease,  writes 
Editor  Alfred  Soffer,  MD,  in  Archives  of  Internal 
Medicine.  “Not  a single  reputable  cardiovascu- 
lar society  in  the  world  endorses  chelation 
therapy  for  the  treatment  of  atherosclerosis,” 
he  says.  The  procedure  has  been  deemed  of  no 
proven  benefit  by  virtually  every  medically  con- 
cerned agency. 

Oklahoma  State  Medical  Association 


COMPLETE 

LABORATORY 

DOCUMENTATION  ...  EXTENSIVE 

CLINICAL  PROOF 


FOR,  THE  PREDICTABILITY 
CONFIRMED  BY  EXPERIENCE 

D4LMANE® 

flurazepam  HCI/Poche 

THE  COMPLETE  HYPNOTIC 
PROVIDES  ALL  THESE  BENEFITS: 

• Rapid  sleep  onset1 6 

• More  total  sleep  time16 

• Undiminished  efficacy  for  at  least 
28  consecutive  nights24 

• Patients  usually  awake  rested  and  refreshed79 

• Avoids  causing  early  awakenings  or  rebound 
insomnia  after  discontinuation  of  therapy2  5 10  ,2 
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Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening;  in 
patients  with  recurring  insomnia  or  poor  sleeping  hab- 
its; in  acute  or  chronic  medical  situations  requiring 
restful  sleep  Objective  sleep  laboratory  data  have 
shown  effectiveness  for  at  least  28  consecutive  nights 
of  administration.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally 
not  necessary  or  recommended  Repeated  therapy 
should  only  be  undertaken  with  appropriate  patient 
evaluation 

Contraindications:  Known  hypersensitivity  to  fluraze- 
pam HCI;  pregnancy  Benzodiazepines  may  cause 
fetal  damage  when  administered  during  pregnancy 
Several  studies  suggest  an  increased  risk  of  congeni- 
tal malformations  associated  with  benzodiazepine  use 
during  the  first  trimester  Warn  patients  of  the  potential 
risks  to  the  fetus  should  the  possibility  of  becoming 
pregnant  exist  while  receiving  flurazepam  Instruct 
patient  to  discontinue  drug  prior  to  becoming  preg- 
nant Consider  the  possibility  of  pregnancy  prior  to 
instituting  therapy 

Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants  An 
additive  effect  may  occur  if  alcohol  is  consumed  the 
day  following  use  for  nighttime  sedation.  This  potential 
may  exist  for  several  days  following  discontinuation 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness  (e  g. , operating  machinery, 
driving).  Potential  impairment  of  performance  of  such 
activities  may  occur  the  day  following  ingestion  Not 
recommended  for  use  in  persons  under  15  years  of 
age  Though  physical  and  psychological  dependence 
have  not  been  reported  on  recommended  doses, 
abrupt  discontinuation  should  be  avoided  with  gradual 
tapering  of  dosage  for  those  patients  on  medication 
for  a prolonged  period  of  time  Use  caution  in  adminis- 
tering to  addiction-prone  individuals  or  those  who 
might  increase  dosage. 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and/ 
or  ataxia.  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants.  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function 
Adverse  Reactions:  Dizziness,  drowsiness,  light- 
headedness, staggering,  ataxia  and  falling  have 
occurred,  particularly  in  elderly  or  debilitated  patients 
Severe  sedation,  lethargy,  disorientation  and  coma, 
probably  indicative  of  drug  intolerance  or  overdosage, 
have  been  reported  Also  reported:  headache,  heart- 
burn, upset  stomach,  nausea,  vomiting,  diarrhea, 
constipation,  Gl  pain,  nervousness,  talkativeness, 
apprehension,  irritability,  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  complaints  There 
have  also  been  rare  occurrences  of  leukopenia,  gran- 
ulocytopenia, sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness,  hypotension, 
shortness  of  breath,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness, 
hallucinations,  and  elevated  SGOT,  SGPT,  total  and 
direct  bilirubins,  and  alkaline  phosphatase;  and  para- 
doxical reactions,  e g.,  excitement,  stimulation  and 
hyperactivity 

Dosage:  Individualize  for  maximum  beneficial  effect 
Adults:  30  mg  usual  dosage;  15  mg  may  suffice  in 
some  patients  Elderly  or  debilitated  patients:  15  mg 
recommended  initially  until  response  is  determined 
Supplied:  Capsules  containing  15  mg  or  30  mg 
flurazepam  HCI. 
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Consider  the 
causative  organisms . . . 


cefaclor 


250-mg  Pulvules  t.i.d. 

offers  effectiveness  against 
the  major  causes  of  bacterial  bronchitis 

H.  influenzae,  H.  influenzae,  S.  pneumoniae,  S.  pyogenes 

(ampicillin-susceptible)  (ampicillin-resistant) 


Brief  Summary  Consult  the  package  literature  for  prescribing 
information 

Indications  and  Usage:  Ceclor  " (cefaclor.  Lilly)  is  indicated  in  the 
treatment  of  the  following  infections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms 
Lower  respiratory  infections,  including  pneumonia  caused  by 
Streptococcus  pneumoniae  (Diplococcus  pneumoniae).  Haemoph 
ilus  influenzae  and  S pyogenes  (group  A beta-hemolytic 
streptococci) 

Appropriate  culture  and  susceptibility  studies  should  be 
performed  to  determine  susceptibility  of  the  causative  organism 
to  Ceclor 

Contraindication  Ceclor  is  contraindicated  in  patients  with  known 
allergy  to  the  cephalosporin  group  of  antibiotics 
Warnings  IN  PENICILLIN-SENSITIVE  PATIENTS.  CEPHALO- 
SPORIN ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY 
THERE  IS  CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL 
CROSS-ALLERGENICITY  OF  THE  PENICILLINS  AND  THE 
CEPHALOSPORINS  AND  THERE  ARE  INSTANCES  IN  WHICH 
PATIENTS  HAVE  HAD  REACTIONS  INCLUDING  ANAPHYLAXIS 
TO  BOTH  ORUG  CLASSES 

Antibiotics,  including  Ceclor.  should  be  administered  cautiously 
to  any  patient  who  has  demonstrated  some  form  of  allergy 
particularly  to  drugs 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad  spectrum  antibiotics  (including  macrolides  semisynthetic 
penicillins  and  cephalosporins)  therefore  it  is  important  to 
consider  its  diagnosis  in  patients  who  develop  diarrhea  in 
association  with  the  use  of  antibiotics  Such  colitis  may  range  in 
severity  from  mild  to  life-threatening 
Treatment  with  broad  spectrum  antibiotics  alters  the  normal 
flora  of  the  colon  and  may  permit  overgrowth  of  Clostridia  Studies 
indicate  that  a toxin  produced  by  Clostridium  difficile  is  one 
primary  cause  of  antibiotic  associated  colitis 
Mild  cases  of  pseudomembranous  colitis  usually  respond  to 
drug  discontinuance  alone  In  moderate  to  severe  cases  manage- 


ment should  include  sigmoidoscopy,  appropriate  bactenologic 
studies  and  fluid  electrolyte,  and  protein  supplementation 
When  the  colitis  does  not  improve  after  the  drug  has  been 
discontinued,  or  when  it  is  severe,  oral  vancomycin  is  the  drug 
of  choice  for  antibiotic-associated  pseudomembranous  colitis 
produced  by  C difficile  Other  causes  of  colitis  should  be 
ruled  out. 

Precautions  General  Precautions  - If  an  allergic  reaction  to 
Ceclor"  (cefaclor.  Lilly)  occurs,  the  drug  should  be  discontinued 
and  if  necessary,  the  patient  should  be  treated  with  appropriate 
agents  e g pressor  amines,  antihistamines,  or  corticosteroids 
Prolonged  use  of  Ceclor  may  result  in  the  overprowth  of 
nonsusceptible  organisms  Careful  observation  of  the  patient  is 
essential  It  supermtection  occurs  during  therapy  appropriate 
measures  should  be  taken 

Positive  direct  Coombs  tests  have  been  reported  during  treat- 
ment with  the  cephalosporin  antibiotics  in  hematologic  studies 
or  in  transfusion  cross-matching  procedures  when  antiglobulm 
tests  are  performed  on  the  minor  side  or  in  Coombs  testing  of 
newborns  whose  mothers  have  received  cephalosporin  antibiotics 
before  parturition  it  should  be  recognized  that  a positive 
Coombs  test  may  be  due  to  the  drug 
Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Under  such  conditions  careful 
clinical  observation  and  laboratory  studies  should  be  made 
because  safe  dosage  may  be  lower  than  that  usually  recommended 
As  a result  of  administration  of  Ceclor  a false-positive  reaction 
for  glucose  in  the  urine  may  occur  This  has  been  observed  with 
Benedict  s and  Fehlmg  s solutions  and  also  with  Climtest" 
tablets  but  not  with  Tes  Tape"  (Glucose  Enzymatic  Test  Strip 
USP  Lilly) 

Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease  particularly 
colitis 

Usage  in  Pregnancy  - Pregnancy  Category  B - Reproduction 
studies  have  been  performed  in  mice  and  rats  at  doses  up  to  12 
times  the  human  dose  and  in  ferrets  given  three  times  the  maximum 


human  dose  and  have  revealed  no  evidence  of  impaired  fertility 
or  harm  to  the  fetus  due  to  Ceclor*  (cefaclor.  Lilly)  There  are 
however,  no  adequate  and  well-controlled  studies  in  pregnant 
women  Because  animal  reproduction  studies  are  not  always 
predictive  of  human  response,  this  drug  should  be  used  during 
pregnancy  only  if  clearly  needed 
Nursing  Mothers  - Small  amounts  of  Ceclor  have  been  detected 
in  mother  s milk  following  administration  of  single  500-mg  doses 
Average  levels  were  0 18  0 20. 0 21 . and  0 16  mcg/ml  at  two 
three  four,  and  five  hours  respectively  Trace  amounts  were 
detected  at  one  hour  The  effect  on  nursing  infants  is  not  known 
Caution  should  be  exercised  when  Ceclor  is*  administered  to  a 
nursing  woman 

Usage  in  Children  - Safety  and  effectiveness  of  this  product  for 
use  in  infants  less  than  one  month  of  age  have  not  been  established 
Adverse  Reactions  Adveise  effects  considered  related  to  therapy 
with  Ceclor  are  uncommon  and  are  listed  below 
Gastrointestinal  symptoms  occur  in  about  2 5 percent  of 
patients  and  include  diarrhea  |1  in  70) 

Symptoms  of  pseudomembranous  colitis  may  appear  either 
during  or  after  antibiotic  treatment  Nausea  and  vomiting  have 
been  reported  rarely 

Hypersensitivity  reactions  have  been  reported  in  about  1 5 
ercent  of  patients  and  include  morbiliform  eruptions  (1  in  lOOi 
ruritus  urticaria  and  positive  Coombs  tests  each  occur  in  less 
than  1 in  200  patients  Cases  of  serum-sickness-like  reactions 
ieryihema  multiforme  or  the  above  skin  manifestations  accompanied 
by  arthrms/arthralgia  and  frequently  fever)  have  been  reported 
These  reactions  are  apparently  due  to  hypersensitivity  and  have 
usually  occurred  during  or  following  a second  course  of  therapy 
with  Ceclor  Such  reactions  have  been  reported  more  frequently 
in  children  than  in  adults  Signs  and  symptoms  usually  occur  a few 
days  after  initiation  of  therapy  and  subside  within  a few  days 
after  cessation  of  therapy  No  serious  sequelae  have  been  reported 
Antihistamines  and  corticosteroids  appear  to  enhance  resolution 
of  the  syndrome 

Cases  of  anaphylaxis  have  been  reported  half  of  which  have 


occurred  in  patients  with  a history  of  penicillin  allergy 
Other  effects  considered  related  to  therapy  included 
eosmophiha  (1  in  50  patients)  and  genital  pruritus  or  vaginitis 
(less  than  1 in  100  patients) 

Causal  Relationship  Uncertain  - Transitory  abnormalities  in 
clinical  laboratory  test  results  have  been  reported  Although  they 
were  of  uncertain  etiology,  they  are  listed  below  to  serve  as 
alerting  information  for  the  physician 
Hepatic  - Slight  elevations  in  SGOT.  SGPT.  or  alkaline 
phosphatase  values  1 1 in  40i 
Hematopoietic  - Transient  fluctuations  in  leukocyte  count 
predominantly  lymphocytosis  occurring  in  infants  and  young 
children  (1  in  40) 

Renal-  Slight  elevations  in  BUN  or  serum  creatinine  Hess  than 
1 in  500)  or  abnormal  urinalysis  (less  than  1 in  200) 

[061782R] 


Note  Ceclor"  (cefaclor  Lilly)  is  contraindicated  in  patients 
with  known  allergy  to  the  cephalosporins  and  should  be  given 
cautiously  to  penicillin-allergic  patients 
Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections  including  the  prophylaxis 
of  rheumatic  fever  See  prescribing  information 
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Additional  information  available  to 
the  profession  on  request  from 
Eli  Lilly  and  Company 
Indianapolis  Indiana  46285 

Eli  Lilly  Industries.  Inc 
Carolina  Puerto  Rico  00630 
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Roche  salutes  the  history  of  Oklahoma  medicine 


PUTTING  THE 
PAP  TEST  ON  WHEELS 


Introducing  the  new  cancer  detection  procedure  for 
women  to  rural  areas  was  a challenge  well  met  by  the 
Oklahoma  Division  of  the  American  Cancer  Society 
when,  in  1946,  it  converted  an  obsolete  school  bus 
into  the  nation's  first  cancer  clinic  on  wheels. 

Staffed  by  volunteer  specialists — an  internist,  a 
dermatologist,  a gynecologist  and  a surgeon — and 
one  salaried  secretary  to  handle  the  record-keeping, 
the  recycled  vehicle  left  Oklahoma  City  and  headed 
north.  Its  first  stop  was  Tonkawa,12  where  advance 
publicity  had  drawn  women  from  nearby  towns,  farms 
and  reservations,  all  seeking  the  proffered  examinations. 

Cooperative  effort 

Local  doctors  and  nurses  also  hurried  forward  to  volun- 
teer their  services  in  exchange  for  a firsthand  opportunity 
to  practice  techniques  and  procedures  about  which  they 
had  previously  only  read. 

In  location  after  location,  the  white-painted  bus  dis- 
pensed its  free  services  in  four  cubbyhole  examination 
rooms,  ottering  educational  literature  about  concerto 
patients  and  medical  professionals,  and  spreading 
important  messages  regarding  early  cancer  detection 
and  prompt  treatment  when  indicated.2 


The  idea  caught  on 

Today,  it  is  not  surprising  to  see  a modern  medical  ser- 
vices vehicle  on  wheels  in  shopping-center  parking 
areas,  schoolyards  or  business  centers.  Community 
service  organizations  sponsor  and  support  them  all 
across  the  country.  Unquestionably,  they  have  come  a 
long  way  in  equipment  and  comfort  from  the  school  bus 
that  pioneered  vital  health  services. . . but  //was  the  bus 
that  made  medical  history. 


References:  1.  Kane  JN  Famous  First  Facts.  3rded  New  York,  The  H W 
Wilson  Co  . 1964,  p 367  2.  Data  on  file,  Hoffmann-La  Roche  Inc  , Nutley,  NJ 
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When  the  history  reveals 
anxious  depression... 


For  the  estimated  70  percent  of  nonpsychotic  depressed  patients  who 
are  also  anxious,1  Limbitrol  provides  both  amitriptyline,  specific  for  symptoms 
of  depression,  and  the  effects  of  Librium®  (chlordiazepoxide  HCI),  the  tested 
and  dependable  anxiolytic.  Limbitrol  is,  therefore,  a better  choice  for  these 
patients  than  dual  agents  that  contain  a phenothiazine,  a class  of  antipsychotic 
drugs  used  infrequently  in  nonpsychotic  patients.1 

62%  of  Overall  Improvement... Within  the  First  Week 

Limbitrol  also  has  a rapid  onset  of  action  which  may  lead  to  greater 
patient  compliance.  In  a multicenter  study,  patients  taking  Limbitrol  experienced 
62%  of  their  overall  improvement  within  the  first  week  of  therapy2 

In  another  multicenter  study,3  the  following  symptoms  associated  with 
anxious  depression  were  significantly  reduced  during  the  first  two  weeks  of 
therapy: 

□ Headache — 79% 

□ Early  insomnia — 91% 

Middle  insomnia — 87% 

Late  insomnia — 89% 

□ Gastrointestinal  upset — 73% 

In  two  multicenter  studies,  only  1.9%  of  Limbitrol  patients  experienced 
cardiovascular  side  effects.3 

Patients  should  be  cautioned  about  the  combined  effects  with  alcohol  or 
other  CNS  depressants  and  about  activities  requiring  complete  mental  alertness 
such  as  operating  machinery  or  driving  a car 

References:  1.  Rickels  K:  Drug  treatment  of  anxiety,  in  Psychopharmacology  In  the  Practice  of  Medicine,  edited  by  Jorvik  ME.  New 
York,  Appleton-Century-Crofts,  1977  p 316  2.  Feighner  JP  etal  Psychopharmacology  61  217-229,  Mar  1979  3.  Data  on  file, 
Hoffmann-La  Roche  Inc  , Nutley,  NJ 


In  moderate  depression  and  anxiety 

Limbitrol® 

Tablet!  S-li.5  each  containing  5 mg  chlordiazepoxide  and  12  5 mg  amitriptyline 
(os  the  hydrochlonde  salt) 

Tablet!  10-25  each  containing  10  mg  chlordiazepoxide  and  25  mg  amitriptyline 
(as  the  hydrochlonde  salt) 


Please  see  summary  of  product  information  on  following  page. 


LIMBITROL®  Tablets  (£  Tranquilizer-Antidepressant 

Before  prescribing,  please  consult  complete  product  information,  a summary  of 

which  follows: 

Indications:  Relief  of  moderate  to  severe  depression  associated  with  moderate  to 
severe  anxiety. 

Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepres- 
sants. Do  not  use  with  monoamine  oxidase  (MAO)  inhibitors  or  within  14  days  follow- 
ing discontinuation  of  MAO  inhibitors  since  hyperpyretic  crises,  severe  convulsions  and 
deaths  have  occurred  with  concomitant  use,  then  initiate  cautiously,  gradually  increas- 
ing dosage  until  optimal  response  is  achieved  Contraindicated  during  acute  recovery 
phase  following  myocardial  infarction 

Warnings:  Use  with  great  care  in  patients  with  history  of  urinary  retention  or  ongle- 
closure  glaucoma.  Severe  constipation  may  occur  in  patients  taking  tricyclic  antide- 
pressants and  anticholinergic-type  drugs  Closely  supervise  cardiovascular  patients 
(Arrhythmias,  sinus  tachycardia  and  prolongation  of  conduction  time  reported  with 
use  of  tricyclic  antidepressants,  especially  high  doses  Myocardial  infarction  and 
stroke  reported  with  use  of  this  class  of  drugs.)  Caution  patients  about  possible  com- 
bined effects  with  alcohol  and  other  CNS  depressants  and  against  hazardous  occu- 
pations requiring  complete  mental  alertness  (e  g , operating  machinery,  driving) 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  the  first  trimester" 
should  almost  always  be  avoided  because  of  increased  risk  of  congenital 
malformations  as  suggested  in  several  studies.  Consider  possibility  of  preg- 
nancy when  instituting  therapy;  advise  patients  to  discuss  therapy  if  they 
intend  to  or  do  become  pregnant. 

Since  physical  and  psychological  dependence  to  chlordiazepoxide  have  been  reported 
rarely,  use  caution  in  administering  Limbitrol  to  addiction-prone  individuals  or  those 
who  might  increase  dosage,  withdrawal  symptoms  following  discontinuation  of  either 
component  alone  have  been  reported  (nausea,  headache  and  malaise  for  amitripty- 
line, symptoms  [including  convulsions]  similar  to  those  of  barbiturate  withdrawal  for 
chlordiazepoxide) 

Precautions:  Use  with  caution  in  patients  with  a history  of  seizures,  in  hyperthyroid 
patients  or  those  on  thyroid  medication,  and  in  patients  with  impaired  renal  or  hepatic 
function.  Because  of  the  possibility  of  suicide  in  depressed  patients,  do  not  permit  easy 
access  to  large  quantities  in  these  patients  Periodic  liver  function  tests  and  blood 
counts  are  recommended  during  prolonged  treatment  Amitriptyline  component  may 
block  action  of  guanefhidine  or  similar  antihypertensives  Concomitant  use  with  other 
psychotropic  drugs  has  not  been  evaluated,  sedative  effects  may  be  additive  Discon- 
tinue several  days  before  surgery.  Limit  concomitant  administration  of  ECT  to  essential 
treatment  See  Warnings  for  precautions  about  pregnancy  Limbitrol  should  not  be 
taken  during  the  nursing  period  Not  recommended  in  children  under  12  In  the  elderly 
and  debilitated,  limit  to  smallest  effective  dosage  to  preclude  ataxia,  oversedation, 
confusion  or  anticholinergic  effects 

Adverse  Reactions:  Most  frequently  reported  are  those  associated  with  either  compo- 
nent alone  drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizziness  and  bloat- 
ing Less  frequently  occurring  reactions  include  vivid  dreams,  impotence,  tremor, 
confusion  and  nasal  congestion  Many  depressive  symptoms  including  anorexia, 
fatigue,  weakness,  restlessness  and  lethargy  have  been  reported  as  side  effects  of  both 
Limbitrol  and  amitriptyline  Granulocytopenia,  jaundice  and  hepatic  dysfunction  have 
been  observed  rarely 

The  following  list  includes  adverse  reactions  not  reported  with  Limbitrol  but  requiring 
consideration  because  they  have  been  reported  with  one  or  both  components  or 
closely  related  drugs 

Cardiovascular  Hypotension,  hypertension,  tachycardia,  palpitations,  myocardial 
infarction,  arrhythmias,  heart  block,  stroke 

Psychiatric  Euphoria,  apprehension,  poor  concentration,  delusions,  hallucinations, 
hypomania  and  increased  or  decreased  libido 

Neurologic:  Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the  extrem- 
ities, extrapyramidal  symptoms,  syncope,  changes  in  EEG  patterns 
Anticholinergic  Disturbance  of  accommodation,  paralytic  ileus,  urinary  retention,  dila- 
tation of  urinary  tract 

Allergic:  Skin  rash,  urticaria,  photosensitization,  edema  of  face  and  tongue,  pruritus 
Hematologic  Bone  marrow  depression  including  agranulocytosis,  eosinophilia,  pur- 
pura, thrombocytopenia 

Gastrointestinal  Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculiar 
taste,  diarrhea,  black  tongue 

Endocrine  Testicular  swelling  and  gynecomastia  in  the  male,  breast  enlargement, 
galactorrhea  and  minor  menstrual  irregularities  in  the  female,  elevation  and  lowering 
of  blood  sugar  levels,  and  syndrome  of  inappropriate  ADH  (antidiuretic  hormone) 
secretion. 

Other  Headache,  weight  gain  or  loss,  increased  perspiration,  urinary  frequency, 
mydriasis,  jaundice,  alopecia,  parotid  swelling 

Overdosage:  Immediately  hospitalize  patient  suspected  of  having  taken  an  overdose 
Treatment  is  symptomatic  and  supportive  I V administration  of  1 to  3 mg  physostig- 
mine  salicylate  has  been  reported  to  reverse  the  symptoms  of  amitriptyline  poisoning 
See  complete  product  information  for  manifestation  and  treatment 
Dosage:  Individualize  according  to  symptom  severity  and  patient  response  Reduce  to 
smallest  effective  dosage  when  satisfactory  response  is  obtained  Larger  portion  of 
daily  dose  may  be  taken  at  bedtime  Single  h.s  dose  may  suffice  for  some  patients 
Lower  dosoges  are  recommended  for  the  elderly 

Limbitrol  10-25,  initial  dosage  of  three  or  four  tablets  daily  in  divided  doses,  increased 
up  to  six  tablets  or  decreased  to  two  tablets  daily  as  required.  Limbitrol  5-12  5,  initial 
dosage  of  three  or  four  tablets  daily  in  divided  doses,  for  patients  who  do  not  tolerate 
higher  doses 

How  Supplied:  White,  film-coated  tablets,  each  containing  10  mg  chlordiazepoxide 
and  25  mg  amitriptyline  (as  the  hydrochloride  salt)  and  blue,  film-coated  tablets, 
each  containing  5 mg  chlordiazepoxide  and  12  5 mg  amitriptyline  (as  the  hydro- 
chloride salt) — bottles  of  100  and  500,  Tel-E-Dose®  packages  of  100,  Prescription 
Paks  of  50 


ROCHE  PRODUCTS  INC 
Manati.  Puerto  Rico  00701 


Solve  a simple  mathematical 
problem.  Assume  that  X in  the  above 
equation  equals  the  total  number  of  staff  members 
in  your  professional  practice  or  corporation. 
Subtract  from  that  number  all  but  one  staff  member 
— yourself. 

What  do  you  get?  Freedom.  Freedom  from  the 
expense  and  bother  of  personnel-related 
administrative  chores. 

Freedom  to  design  a benefits  and  retirement 
package  which  best  fits  your  own  needs,  without  the 
financial  and  administrative  burden  of  supplying 
like  coverage  for  every  member  of  your  staff. 

Freedom  to  offer  your  staff  "large  corporation" 
benefits,  even  if  your  professional  practice  or 
company  is  modest  in  size. 

The  equation  can  work  for  you,  through  the  services 
of  Staff  Leasing,  Inc.  The  concept  is  simple.  Our 
company  hires  your  employees  and  leases  them 
back  to  you.  Your  office  routine  remains  unchanged, 
except  that  Staff  Leasing,  Inc.  handles  all  facets  of 
personnel  administration.  We  assume  responsibility 
for  payroll  and  related  accounting,  make  all 
employer  contributions  to  taxes  and  insurance  on 
behalf  of  employees,  and  manage  the  withholding 
and  deposit  of  all  employee  payroll  deductions. 

Because  a large  number  of  men  and  women  are 
employed  by  Staff  Leasing,  Inc.,  our  company  can 
provide  a package  of  employee  benefits  second  to 
none.  Your  staff  will  enjoy  group  medical  insurance, 
including  maternity  benefits;  group  dental 
insurance;  group  life  insurance;  a sound  retirement 
plan;  professional  liability  insurance;  worker's 
compensation  insurance;  and  more. 

Our  staff  leasing  arrangement  is  also  a recognized 
solution  to  the  affiliated  service  group  problem 
presented  by  federal  statutes.  Staff  Leasing,  Inc. 
meets  the  requirements  of  the  "safe  harbor" 
provision  of  Internal  Revenue  Code  Section 
414(n)(5). 

Staff  Leasing,  Inc.  is  not  an  employment  agency. 
We  simply  make  it  easier  for  you  to  operate  your 
professional  practice  or  corporation  with  existing 
staff.  Or  we  staff  your  office  with  new  employees, 
subject  to  your  approval. 

Freedom.  It's  writing  one  check  a month  and  letting 
Staff  Leasing,  Inc.,  do  the  rest. 

Let  us  work  out  a staff  leasing  plan  for  you.  It  adds 
up  to  a better  way  of  doing  business. 


The  Employee  Leasing  Company 

IN  OKLAHOMA  CALL 
(405)  943-3310 

POST  OFFICE  BOX  12373 
OKLAHOMA  CITY,  OKLAHOMA  73157 


Oklahoma  State  Medical  Association 


)u  know  it's  not  your  evaluation.  And  interven-  We're  a specialized  facility  them  once  again. 

^eryday  patient  problem,  tion  counseling  is  frequently  staffed  to  serve  both  your  For  further  information  on 
lcoholism  is  far  different  needed.  patient  and  patient's  family,  how  a Brookwood  Recovery 

3m  most  other  diseases.  If  you  are  a specialist  in  Our  nationally  recognized  Center  can  help  you  effectively 

itients  try  to  hide  it  from  addiction  treatment,  you're  treatment  programs  have  treat  this  problem,  call  our 
)u.  They  resist  treatment,  equipped  to  deal  with  these  given  us  one  or  the  best  re-  treatment  center  in  Tulsa 
hey  deny  they  have  the  problems.  If  not,  consider  covery  rates  in  the  country.  . \ (918/438-4343)  any- 

-Sease  at  all.  Brookwood  Recovery  Cen-  And  once  recovered,  your  time,  day  or  night. 

Such  a complex  physi-  ter  as  your  specialist  and  patients  and  their  families 
il  and  emotional  problem  partner  in  the  treatment  of  return  to  being  the  kind  of  BROOKWOOD 
sually  requires  extensive  alcoholism  and  drug  abuse,  patients  that  let  you  help  RECOVERY  CEN  I HRS 

A health  care  service  of 
American  Medical  International 
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INFORMATION  SYSTEMS' 


Present 


MPM 


1000 


MEDICAL  PRACTICE  MANAGEMENT  SYSTEMS 
Available  through  SMA  Physicians  Purchasing  Program 

’Discounts  on  IBM  and  Texas  Instruments  Hardware  ’Discounts  on  Software  ’Now  Available  on  New  IBM  PC/AT 

MPM  1000  the  complete  system  includes: 

’Hardware  (IBM  or  Texas  Instruments) 

’Software 
*T  raining 

’After  Sale  Support 

’Solo,  Group  Practice  or  Clinic  Systems 
Designed  to  work  in  all  aspects  of  practice  management 
Standard  Programs  include:  Optional  Programs  include: 


‘Patient  Profiles 
‘Accounts  Receivable/Billing 
‘Insurance  Processing/Tracking 
‘Collection  System 
‘Recall  Notices 

‘Full  line  of  Management  Reports 
‘And  much  more  . . . 


’Word  Processing 
’General  Ledger 
’Accounts  Payable 
’Payroll 

’Inventory  Control 
’Appointment  Scheduling 


Want  more  information?  Call  or  write  for  detailed  brochure  Call  Southern  Medical  at  205-945-1840 

or 


YES! 


Curtis  1000  Information  Systems  at 
800-241-4780  in  Ga  404-491-1000 


I would  like  to  know  more  about  the  MPM  1000. 

□ SMA  Member 

□ I am  not  an  SMA  Member 


Name 


Address 


City 


State 


Zip 


Office  Phone 


Mail  to:  CURTIS  1000  INFORMATION  SYSTEMS 
2296  Henderson  Mill  Road 
Suite  402 

Atlanta,  Georgia  30345 


BUILD  ABETTER 
COMMUNITY 
WITH  YOUR 
BARE  HANDS. 


©United  Way  1984 


1 Care] 


When  you  give  to  United 
Why,  your  money  works  for  you  at 
home.  It  goes  into  community  services 
for  the  elderly,  local  youth  programs  and 
foster  care. 

It  also  helps  you  run  blood 
banks  and  facilities  for  the  physically 
handicapped. 

In  fact,  your  donation  helps  provide  literally 
hundreds  of  services  that  make  life  a lot  better  for 
people  in  your  town. 

So  when  your  United  Way  volunteer  comes 
around,  be  generous.  unicea  way 

A better  community  is  in  your  hands.  ™anfor  au°oftusorks 


A PUBLIC  SERVICE 
~ OF  THIS  PUBLICATION  & 
THE  ADVERTISING  COUNCIL 
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After  a nitrate, 
add  1S0PTIN 

(verapamil  HCl/Knoll) 


To  protect  your  patients,  as  well  as  their  quality  of  life, 
add  lsoptin  instead  of  a beta  blocker. 


First,  lsoptin  not  only  reduces  myocardial  oxygen  demand 
by  reducing  peripheral  resistance,  but  also  increases  coro- 
nary perfusion  by  preventing  coronary  vasospasm  and 
dilating  coronary  arteries  — both  normal  and  stenotic. 
These  are  antianginal  actions  that  no  beta  blocker 
can  provide. 

Second,  lsoptin  spares  patients  the 
beta-blocker  side  effects  that  may 
compromise  the  quality  of  life. 

With  lsoptin,  fatigue,  bradycardia  and  me 
depression  are  rare.  Unlike  beta  blockers, 
lsoptin  can  safely  be  given  to  patients  with 
asthma,  COPD,  diabetes  or  peripheral 
vascular  disease.  Serious  adverse 
reactions  with  lsoptin  are  rare 
at  recommended  doses;  the 
single  most  common  side 
effect  is  constipation  (6.3%). 

Cardiovascular  contra- 
indications to  the  use  of 
lsoptin  are  similar  to  those 
of  beta  blockers:  severe 
left  ventricular  dysfunction, 
hypotension  (systolic  pres- 
sure <90  mm  Hg)  or  cardio- 
genic shock,  sick  sinus  syndrome 
(if  no  artificial  pacemaker  is  present) 
and  second-  or  third-degree  AV  block. 

So,  the  next  time  a nitrate  is  not  enough,  add 
lsoptin . . .for  more  comprehensive  antianginal 
protection  without  side  effects  which  may 
cramp  an  active  life  style. 


ISOPT1N.  Added 
antianginal  protection 
without  beta-blocker 
side  effects. 


Please  see  brief  summary  on  following  page 


1S0PTIN  TABLETS 

(verapamil  HCl/Knoll) 

80  mg  and  120  mg 

Contraindications:  Severe  left  ventricular  dysfunction  (see  Warn- 
ings), hypotension  (systolic  pressure  <90  mm  Hg)  or  cardiogenic 
shock,  sick  sinus  syndrome  (if  no  pacemaker  is  present),  2nd-  or  3rd- 
degree  AV  block  Warnings:  ISOPTIN  should  be  avoided  in  patients 
with  severe  left  ventricular  dysfunction  (e  g , ejection  fraction  <30%) 
or  moderate  to  severe  symptoms  of  cardiac  failure  Control  milder 
heart  failure  with  optimum  digitalization  and/or  diuretics  before 
ISOPTIN  is  used.  ISOPTIN  may  occasionally  produce  hypotension 
(usually  asymptomatic,  orthostatic,  mild,  and  controlled  by  decrease 
in  ISOPTIN  dose)  Occasional  elevations  of  liver  enzymes  have  been 
reported,  patients  receiving  ISOPTIN  should  have  liver  enzymes  moni- 
tored periodically.  Patients  with  atrial  flutter/f ibrillation  and  an  acces- 
sory AV  pathway  (e.g  , W-P-W  or  L-G-L  syndromes)  may  develop  a 
very  rapid  ventricular  response  after  receiving  ISOPTIN  (or  digitalis). 
Treatment  is  usually  D C -cardioversion.  AV  block  may  occur  (3rd 
degree,  0.8%).  Development  of  marked  Ist-degree  block  or  progres- 
sion to  2nd-  or  3rd-degree  block  requires  reduction  in  dosage  or, 
rarely,  discontinuation  and  institution  of  appropriate  therapy.  Sinus 
bradycardia,  2nd-degree  AV  block,  sinus  arrest,  pulmonary  edema, 
and  or  severe  hypotension  were  seen  in  some  critically  ill  patients 
with  hypertrophic  cardiomyopathy  who  were  treated  with  ISOPTIN 
Precautions:  ISOPTIN  should  be  given  cautiously  to  patients  with 
impaired  hepatic  function  (in  severe  dysfunction  use  about  30%  of 
the  normal  dose)  or  impaired  renal  function,  and  patients  should  be 
monitored  for  abnormal  prolongation  of  the  PR  interval  or  other 
signs  of  overdosage  Studies  in  a small  number  of  patients  suggest 
that  concomitant  use  of  ISOPTIN  and  beta  blockers  may  be  beneficial 
in  patients  with  chronic  stable  angina  Combined  therapy  can  also 
have  adverse  effects  on  cardiac  function.  Therefore,  until  further 
studies  are  completed,  ISOPTIN  should  be  used  alone,  if  possible.  If 
combined  therapy  is  used,  patients  should  be  monitored  closely. 
Combined  therapy  with  ISOPTIN  and  propranolol  should  usually  be 
avoided  in  patients  with  AV  conduction  abnormalities  and/or  de- 
pressed left  ventricular  function  or  in  patients  who  have  also  recently 
received  methyldopa  Chronic  ISOPTIN  treatment  increases  serum 
digoxin  levels  by  50%  to  70%  during  the  first  week  of  therapy,  which 
can  result  in  digitalis  toxicity.  The  digoxin  dose  should  be  reduced 
when  ISOPTIN  is  given,  and  the  patient  carefully  monitored.  ISOPTIN 
may  have  an  additive  hypotensive  effect  in  patients  receiving  blood- 
pressure-lowering  agents  Disopyramide  should  not  be  given  within 
48  hours  before  or  24  hours  after  ISOPTIN  administration.  Until  fur- 
ther data  are  obtained,  combined  ISOPTIN  and  quimdine  therapy  in 
patients  with  hypertrophic  cardiomyopathy  should  probably  be 
avoided,  since  significant  hypotension  may  result.  Adequate  animal 
carcinogenicity  studies  have  not  been  performed.  One  study  in  rats 
did  not  suggest  a tumorigenic  potential,  and  verapamil  was  not 
mutagenic  in  the  Ames  test.  Pregnancy  Category  C There  are  no 
adequate  and  well-controlled  studies  in  pregnant  women.  This  drug 
should  be  used  during  pregnancy,  labor,  and  delivery  only  if  clearly 
needed.  It  is  not  known  whether  verapamil  is  excreted  in  breast  milk, 
therefore,  nursing  should  be  discontinued  during  ISOPTIN  use 
Adverse  Reactions:  Hypotension  (2  9%),  peripheral  edema  (1  7%), 
AV  block  3rd  degree  (0  8%),  bradycardia  HR<50/min  (1.1%),  CHF 
or  pulmonary  edema  (0  9%),  dizziness  (3  6%),  headache  (1.8%), 
fatigue  (1.1%),  constipation  (6.3%),  nausea  (1.6%).  The  following 
reactions,  reported  in  less  than  0.5%,  occurred  under  circumstances 
where  a causal  relationship  is  not  certain  confusion,  paresthesia, 
insomnia,  somnolence,  equilibrium  disorders,  blurred  vision,  syncope, 
muscle  cramps,  shakiness,  claudication,  hair  loss,  maculae,  and  spotty 
menstruation.  Overall  continuation  rate  of  94  5%  in  1,166  patients 
How  Supplied:  ISOPTIN  (verapamil  HCI)  is  supplied  in  80  mg  and 
120  mg  sugar-coated  tablets  July  1982  2068 

Cl.  KNOLL  PHARMACEUTICAL  COMPANY 

Knoll  30  NORTH  JEFFERSON  ROAD,  WHIPPANY  NEW  JERSEY  07981 
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TRUTH 

When  the  North  Atlantic 
Treaty  Organization  was 
formed  in  1949,  it  was  formed 
for  one  reason.  To  stop  Soviet 
aggression  in  Europe. 

TRUTH 

The  Warsaw  Pact’s  conven- 
tional fighting  capabilities  far 
exceed  that  of  European  NATO 
forces. 

TRUTH 

In  order  to  maintain  peace 
and  freedom  in  Europe,  NATO 
has  effectively  maintained  a 
policy  of  deterrence  with  the 
Soviet  Union. 

TRUTH 

The  past  35  years  of  peace 
have  been  one  of  the  longest 
periods  of  European  peace  in 
recorded  history. 

TRUTH 

The  Soviets  will  not  risk 
war.  Unless  they  are  sure  they 
can  win. 

NATO. 

We  need  your  support. 

And  the  truth  is,  you  need  ours. 


A public  service  message  from  this  magazine  and  the 
Advertising  Council 


Above  All  . . . 

The  following  has  been  sent  as  a letter  to  Senators 
Nickles,  Boren,  Durenberger,  and  Congressman 
Synar: 

(Notes  and  thoughts  from  the  past  year  and  in- 
cluding the  recent  Health  Forum  in  Tulsa.) 

I will  define  myself  as  a rural  family  practitioner 
who  has  been  in  Nowata,  Okla,  for  one  year.  This 
past  year  has  seen  tremendous  change  in  the  finan- 
cial end  of  medical  practice.  I greatly  appreciated 
the  chance  to  witness  the  recent  hearing  to  discuss 
some  of  these  issues.  I feel  that  one  of  the  highest 
privileges  that  we  Americans  have  is  to  be  able  to 
address  our  representatives  on  a face-to-face  basis. 
I know  that  you  have  agonized  long  hours  over  these 
changes  just  as  we  in  the  health  care  delivery  end 
agonize  over  our  patients,  both  of  us  realizing  that 
our  actions  have  a direct  effect  on  people’s  lives  now 
and  in  the  future. 

These  changes  have  affected  no  other  area  more 
drastically  than  rural  medical  practice.  I will  grant 
you  that  rural  care  is  basically  inefficient.  The  lack 
of  numbers  and  the  variations  in  the  day-to-day  or 
even  hour-to-hour  patient  load  do  not  allow  full  utili- 
zation of  employees  or  services.  I am  sure  that  it  is 
a real  temptation  to  try  to  cut  back  on  reimbursement 
to  these  areas  based  on  statistics  alone.  Statistics  do 
not  show  the  people  or  their  dependence  on  the  al- 
ready scarce  rural  resources.  Cutbacks  in  Medicare 
reimbursements  by  as  much  as  a third  have  already 
forced  many  out  of  hospital  positions,  and  may  cut 
out  as  many  as  1,000  rural  hospitals.  I don’t  think 
this  is  a true  picture,  but  even  the  loss  of  a few  can 
be  life-threatening. 

I’d  like  to  illustrate  what  the  closing  of  a single 
hospital  could  do  to  the  community  by  using  our  own 
Nowata  General  Hospital  (NGH)  as  an  example. 
NGH  serves  a city  of  4,700  in  a county  of  11,000.  It 
is  over  20  miles  to  the  nearest  hospital.  The  hospital 
in  Nowata  is  the  center  of  health  care  for  the  area. 
Not  only  does  it  represent  emergency  care,  surgical, 
and  medical  care;  it  also  provides  the  impetus  for 
attracting  physicians  to  the  area  (the  last  two  in 
particular).  Having  only  three  doctors  (over  55  years 
of  age)  for  a county  of  1 1 ,000  in  1982  should  underline 


the  importance  of  the  hospital  in  attracting  physi- 
cians (or  the  lack  of  a hospital  as  a factor  in  losing 
them).  The  county  is  fairly  poor  and  still  staggering 
from  the  recent  loss  of  oil  economy.  The  doctors  and 
the  hospital  in  Nowata  deal  with  people  who  need 
health  care  but  have  no  money  on  a daily  basis.  Gov- 
ernment cuts  force  us  to  look  elsewhere  for  income 
to  be  able  to  stay  in  Nowata.  If  the  poor  can’t  pay, 
the  indigent  won’t  pay,  Medicare  and  Medicaid  are 
cut,  and  the  insurance  people  move  to  lower-cost  gov- 
ernment-encouraged programs,  the  hospital  and  doc- 
tors will  quickly  see  the  writing  on  the  wall  and  cut 
back  on  those  who  really  need  care  but  can’t  pay  — 
or  they  will  move  on.  Young  physicians  such  as  my- 
self who  have  the  energy  to  organize  Health  Fairs 
for  the  aged,  write  columns  for  the  local  newspaper, 
and  push  preventive  medicine  in  the  office  and  the 
community  will  be  the  first  to  leave.  The  loss  of  the 
hospital  will  mean  60  less  jobs  (one  of  the  top  5 em- 
ployers in  the  county)  and  3 million  less  dollars  in 
a suffering  economy  already  too  dependent  on  ag- 
riculture and  oil. 

It  would  be  logical  to  ask  the  hospital  to  run 
more  efficiently.  I can’t  think  of  anywhere  else  that 
they  can  cut  back.  Already  hours,  employees,  a whole 
wing,  and  needed  replacement  equipment  are  cut 
back,  training  is  low,  morale  is  lower,  and  pay  is 
almost  as  low  as  government  regulation  allows. 

Your  choices  this  year  on  Medicare,  which 
“covers”  58%  of  our  patient  load,  will  determine  our 
ultimate  course.  Low  rural  physician  fee  profiles 
have  kept  doctors  out  of  rural  care.  Now  we  face  the 
loss  of  our  hospital. 

We  need  a hospital.  We  need  more  doctors  in 
the  county,  not  to  lose  two.  We  need  equitable  rural 
hospital  reimbursements.  We  need  equitable  fee  pro- 
files so  that  our  elderly  can  receive  care  and  so  that 
we  can  afford  to  stay  in  Nowata. 

Doctors  are  pledged  first  of  all  to  do  no  harm. 
We  can  only  ask  the  same  of  you. 

Robert  C.  Bowman,  MD 
Nowata 

Otherwise,  may  your  holidays  be  filled  with  joy. 

-Ed. 
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Peace  on  Earth,  Good 
Will  Toward  Men 

The  greatest  gift  of  all 
times,  without  question, 
was  the  gift  to  the  world 
of  Jesus  Christ,  whose 
birth  we  celebrate  this  sea- 
son. 

His  teachings,  divinely 
inspired,  moved  many  of  a 
venerable  faith  (Judaism) 
to  accept  and  embrace  his 
assurance  of  salvation  and  eternal  life,  guaran- 
teed by  the  God  of  Abraham,  Isaac,  and  Jacob. 
These  converts  of  the  Jewish  faith,  with  the 
converted  gentiles  and  heathens  . . . the  early 
Christians  . . . moved  to  dedication  by  His 
teachings,  formed  the  early  Church,  now  grown 
to  be  worldwide. 


Though  not  all  physicians  in  our  Association 
are  Christian,  all  of  us  should  be  motivated  by 
that  unselfish  love  to  provide,  to  our  patients, 
our  best  efforts  of  understanding,  diagnosing, 
and  hopefully  curing  whatever  illnesses  may  be 
possessing  them  — with  His  help  at  every  turn! 

My  wish  for  you  and  your  “flock”  is  for  great 
peace  and  success  in  your  medical  ministry,  com- 
municating realistically  to  enhance  patients’ 
understanding  and  acceptance  of  individual 
prognoses  but  most  of  all  of  your  sincere  desire 
to  help  them  within  the  limitations  existing  in 
each  situation. 

Surely,  then,  goodness  and  mercy  will  again 
be  attributes  ascribed  to  doctors  by  a knowing 
public  . . . and  the  profession,  once  again, 
might  be  highly  respected  by  those  we  serve. 
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The  Chronically  Mentally  111 


JAMES  R.  ALLEN,  MD 

PLANS  for  the  deinstitutionalization  of 
chronic  mental  patients  have  tended  not 
to  acknowledge  the  needs  of  this  group,  needs 
which  generally  exceed  the  capacities  of  psychi- 
atric services  as  they  exist  today.  Services  for 
these  people  must  be  comprehensive  and  pro- 
vide continuity  of  care.  This  paper  will  explore 
the  characteristics  of  these  patients  and  their 
unique  needs,  and  some  of  the  problems  in  meet- 
ing these  needs  in  Oklahoma.  The  perspective 
is  that  from  an  Oklahoma  urban  community. 


THE  CHRONICALLY  MENTALLY  ILL: 

A DEFINITION 

Although  there  have  been  many  papers  on  this 
subject,  there  is  little  consensus  on  exactly  who 
these  people  are.  In  the  past,  diagnosis  was 
widely  used  as  a criterion.  People  with  what 
was  then  called  schizophrenia  were  assumed  to 
be  chronically  mentally  ill.  Length  of  hospitali- 
zation has  also  been  used,  but  is  of  limited  cur- 
rent value  because  we  are  faced  with  a signifi- 
cant group  of  “new,  young,  chronics,”  people  in 
their  early  twenties  who  have  never  been  in- 
stitutionalized, but  who  would  have  been  in  the 
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past.  Most  clinicians  are  aware  of  the  great  vari- 
ation within  diagnostic  groups  and  distinguish 
between  diagnosis  and  disability.  Consequently, 
amount  of  impairment  and  length  of  disability 
are  now  widely  used  as  primary  diagnostic 
criteria  for  this  category. 

In  1978  a task  panel  of  the  President’s  Com- 
mission on  Mental  Health1  defined  four 
categories  of  the  mentally  ill:  (1)  people  mini- 
mally disabled  for  a short  time,  (2)  people  min- 
imally disabled  for  a long  time,  (3)  people  se- 
verely disabled  for  a short  time,  and  (4)  people 
severely  disabled  for  a long  time.  They  limited 
the  definition  chronically  mentally  ill  to  this 
last  group. 

The  Oklahoma  State  Department  of  Men- 
tal Health  has  chosen  a somewhat  different  def- 
inition based  on  a 1981  National  Institute  of 
Mental  Health  classification.  It  classifies  as 
chronically  mentally  ill  those  who  have  been 
institutionalized  more  than  once  or  who  have 
had  a single  episode  of  institutional  care  lasting 
at  least  two  months.  People  whose  primary  dis- 
ability results  from  mental  retardation,  al- 
coholism, or  drug  abuse  are  excluded. 

The  “new,  young,  chronic”  patients  form  a 
particularly  troublesome  group.  Many  of  them 
have  experimented  with  drugs,  and  most  are 
acutely  aware  of  their  civil  rights.  Although 
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frequently  diagnosed  as  schizophrenic,  many  of 
them  are  better  classified  as  borderline  or  as 
having  other  severe  personality  disorders. 
Sheets  has  proposed  three  subpopulations.2  One 
group,  well  ensconced  in  the  role  of  patient,  con- 
sists of  those  poorly  motivated,  passive,  apathe- 
tic individuals  who  are  extremely  dependent  on 
psychiatric  services.  A second  group  is  composed 
of  isolated  individuals  with  limited  social  sup- 
ports and  high  aspirations,  who  can  function 
wTell  when  in  remission.  The  third  group  — the 
group  most  commonly  described  — is  comprised 
of  highly  mobile  individuals  who  have  little  self- 
control  and  who  are  easily  frustrated. 

THE  CHRONICALLY  MENTALLY  ILL: 
SOME  CHARACTERISTICS 

When  institutionalization  was  considered  ac- 
ceptable, the  ability  of  these  patients  to  provide 
for  their  own  needs  was  being  underestimated. 
This  bias  has  been  replaced,  however,  by  an 
equally  destructive  neglect  of  the  legitimate 
needs  of  these  patients  when  they  are  removed 
from  the  relative  safety  of  the  asylum.  Many 
live  in  the  community,  but  in  no  sense  are  mem- 
bers of  it.  The  political  motive  underlying  state- 
ments about  “harmful”  mental  hospitals  is  re- 
vealed in  the  lack  of  opposition  to  private  hospi- 
tals acting  as  custodial  facilities. 

Of  the  two  million  chronically  mentally  ill 
in  the  United  States  today,  fewer  than  ten  per- 
cent live  in  hospitals,  and  increasing  numbers 
can  be  found  among  the  homeless.  The  needs 
of  these  patients  are  enormous.3  In  state  hospi- 
tals they  were  provided  with  what  they  needed 
to  survive  — medical,  psychiatric,  dental,  and 
nursing  care;  socialization;  social  services; 
vocational  training;  hotel  services;  sheltered 
work;  rehabilitation;  and  recreational  services. 
In  the  community,  no  such  package  exists.  Few 
communities  offer  such  a range  of  services,  and 
fewer  still  have  them  organized  into  a network 
of  care.  Unfortunately,  many  communities  are 
able  to  provide  only  an  understaffed  aftercare 
clinic,  some  inadequate  nursing  homes,  and  a 
welfare  office.  Furthermore,  when  one  consid- 
ers the  problems  that  healthy  people  have  in 
dealing  with  bureaucracies,  it  can  hardly  be  a 
surprise  that  the  chronically  mentally  ill,  with 
their  often  limited  social  and  communicative 
skills,  are  at  a great  disadvantage. 

The  most  glaring  need  of  almost  all  these 
patients  is  decent  housing.  Frequently  they 
need  a gradual  transition  from  institutional  life 
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to  independent  living.  Optimally,  this  should 
include  a gradient  of  living  opportunities:  tran 
sitional  living  facilities,  supervised  group 
homes/foster  homes,  crisis  hostels,  board-and- 
care  homes,  independent  group  homes,  and  in- 
dividual apartments.  Most  communities  offer 
only  inpatient  hospitalization  and  a few  nurs- 
ing homes  or  board-and-care  homes. 

Because  many  have  recurrent  or  episodic 
illnesses,  these  patients  require  careful  mon- 
itoring and  follow-up,  and  the  availability  of 
24-hour  crisis  services.  Their  recurrences  are 
often  severe,  involving  the  reemergence  of  full- 
blown psychosis,  impaired  judgment,  and  ina- 
bility to  take  care  of  themselves.  Because  these 
patients  have  chronic  disorders,  they  need  the 
same  continuity  of  care,  for  example,  as  patients 
with  diabetes  mellitus  or  chronic  lung  disease. 
Indeed,  acute  recurrences  are  to  be  expected  as 
part  of  the  patient’s  long-term  care. 

An  episode  of  illness  often  leaves  some  dis- 
ability. Among  discharged  mental  patients, 
70%  return  to  a less  skilled  job.  Therefore,  pro- 
vision must  be  made  for  episodic  deterioration. 
In  addition,  the  patient  who  frustrates  a ther- 
apist by  failing  to  improve  may  sometimes  en- 
counter punitive  behavior  disguised  as  treat- 
ment. 

These  patients  rarely  have  intact  families. 
Because  both  major  affective  disorders  and 
schizophrenic  disorders  have  a genetic  diath- 
esis, the  families  of  these  patients  are  often  im- 
paired. In  addition,  these  patients  tend  to  alien- 
ate the  support  they  do  have  because  of  their 
problems  in  interpersonal  relationships.  Men- 
tal health  workers  have  often  failed  to  recognize 
the  toll  of  mental  illness  on  the  patient’s  family 
and  the  family’s  understandable  resistance  to 
rehabilitation  efforts.  An  editorial  in  the  Brit- 
ish Medical  Journal  put  it  clearly:  “You  can 
put  him  in  a back  yard  for  the  rest  of  his  days 
and  then  you  have  written  him  off,  his  life  is 
finished.  Or  you  can  have  him  at  home,  and 
then  you  have  to  accept  that  you  have  to  alter 
your  whole  life.  Y ou  will  never  be  free  again.”4 

From  this  description,  it  can  be  seen  why 
these  patients  require  a diversity  of  services. 
However,  the  services  needed  are  often  not  in 
the  repertoire  of  health  professionals.  These  pa- 
tients are  seen  as  dull  and  boring,  and  therefore 
are  unwanted.  Actually,  they  are  difficult  and 
challenging. 

In  reality,  the  label  of  “chronically  men- 
tally ill”  usually  is  given  to  people  who  are  poor; 
lacking  the  basic  survival  skills  needed  in  our 
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society;  lacking  adequate  medical  care  and  job 
skills;  without  adequate  housing;  unattractive 
because  of  poor  hygiene,  unsuitable  clothing, 
or  the  neurological  complications  of  drug  treat- 
ment; and  unable  to  obtain  the  services  most 
health  professionals  wish  to  provide. 

Many  of  these  patients  need  training  in 
basic  survival  skills:  how  to  budget,  how  to 
shop,  how  not  to  be  evicted,  how  to  behave  on 
the  bus,  and  how  to  negotiate  the  various  bu 
reaucracies  that  are  supposed  to  help  them. 

Traditional  psychodynamic  psychotherapy 
has  limited  relevance  for  many  of  these  people. 
Generally,  insight  should  be  reality  based  and 
“here  and  now,”  focused  on  such  issues  as  the 
effects  of  stress  and  the  use  of  medication.  The 
therapist  should  be  goal  directed,  helping  the 
patient  set  up  manageable  short-term  tasks. 
The  therapeutic  relationship  may  well  be 
lifelong,  although  face-to-face  contact  may  be 
irregular.  Family  therapy,  too,  is  important. 
Even  in  a condition  such  as  schizophrenic  disor- 
der, which  often  seems  to  have  some  biological 
underpinning,  the  family  crisis  therapy  of 
Goldstein  and  his  associates  at  UCLA;  the 
psychoeducational  approach  of  Anderson,  Ho- 


garty,  and  Reiss;  the  group  approach  for  rel- 
atives of  Leff,  Berkowitz,  and  Kupers;  and  the 
behavioral  family  therapy  approach  of  Falloon 
and  Liberman  have  all  produced  statistically 
significant  results.5 

Recent  research  has  demonstrated  the  im- 
portance of  working  with  the  patient’s  social 
support  system,  including  the  family,  especially 
after  the  first  psychotic  break.  A social  support- 
system  is  composed  of  friends,  neighbors,  and 
co-workers,  as  well  as  professionals.  Indeed,  evi- 
dence is  accumulating  to  support  the  idea  that 
professionals  may  play  a less  important  role  in 
the  patient’s  coping  with  problems  than  do 
friends,  family,  and  others.''  Expanding  the  net- 
works of  these  patients  and  increasing  the 
number  of  peers  in  those  networks  now  appear 
to  have  both  a preventive  and  a curative  role.5 

A NATIONAL  PROBLEM 

Although  we  have  learned  that  these  patients 
need  a vast  array  of  supportive  services  — hous- 
ing, income,  education,  and  vocational  and  so- 
cial rehabilitation,  as  well  as  a full  range  of 
medical  and  psychiatric  services  — there  have 
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been  very  few  attempts  to  use  this  knowledge.6 

In  the  United  States  we  have  been  uncer- 
tain about  where  these  people  belong.  At  times 
it  has  been  considered  appropriate  to  keep  them 
safe,  secure,  and  out  of  sight  in  asylums.  At 
other  times  we  have  given  them  the  same  resi- 
dential rights  as  other  citizens  — at  least  in 
theory.  Community  mental  health  centers  were 
designed  to  replace  state  hospitals,  which  an 
earlier  age  had  expected  to  replace  almshouses 
and  workhouses.  None  of  these  solutions  has 
solved  the  problem.7 

In  1975  the  American  Psychiatric  Associa- 
tion charged  an  ad  hoc  committee  to  study  the 
issue  and  propose  a national  policy.  Yet,  since 
then  the  problems  have  become  worse.  While 
deinstitutionalization  has  proceeded  every- 
where, state  monies  have  not  followed  the  pa- 
tient into  the  community  setting.  Threatened 
with  loss  of  accreditation  to  state  hospitals, 
states  have  shunted  money  from  community  to 
state  facilities.  In  a time  of  cost-containment, 
chronic  patients  have  been  the  first  to  be  dis- 
criminated against  by  reimbursement  mech- 
anisms. 

RESPONSIVE  PROGRAMS 

Given  the  differences  in  their  levels  of  function- 
ing, prognoses,  symptomatologies,  and  histories 
of  institutionalization,  it  is  difficult  to  make 
comprehensive  statements  about  these  pa- 
tients. Obviously,  there  can  be  no  single  right 
way  or  place  to  treat  them.  Certain  generaliza- 
tions can,  however,  be  made  about  responsive 
programs.8  They  all  provide  networks  of  inter- 
related patient  populations.  They  meet  the 
needs  of  several  overlapping  patient  popula- 
tions. There  is  need  for  at  least  the  following: 

Twenty-Four-Hour  Crisis  Stabilization 
Services 

Many  patients  undergo  crises  that  require  im- 
mediate intervention.  This  may  consist  of 
rapidly  initiated  doses  of  medication,  on-site 
counseling,  mobile  crisis  services,  emergency 
hotlines,  and  emergency  shelters. 

^ Range  of  Treatment  Settings 

These  patients  need  a range  of  treatment  alter- 
natives: inpatient,  outpatient,  partial  hospitali- 
zation, and  home  care  services. 

^ Range  of  Treatment  Services 

These  patients  require  a wide  range  of  treat- 
ment services: 

414 


1.  Vocational,  employment,  and  educa- 
tional services 

2.  Psychotherapy,  and  training  in  daily 
living  skills 

3.  Social,  recreational,  and  leisure  ser- 
vices 

4.  General  health  services 

► Case  Management 

Case  management  is  a patient-oriented  con- 
cept. These  patients  need  some  human  being 
who  will  stick  with  them  and  work  to  keep  them 
in  the  service  system.  Case  management  pro- 
vides this  support.  It  consists  of  such  activities 
as  arranging  appointments,  monitoring  service 
delivery,  providing  patient  advocacy,  coordinat- 
ing personnel  from  multiple  agencies,  and 
mobilizing  and  maintaining  the  patient  in  a 
social  support  network. 

Although  there  is  an  immense  amount  of 
literature  on  case  management,  there  is  little 
agreement  on  its  essntials.  In  its  accreditation 
criteria  for  mental  health  services,  the  Joint 
Commission  of  Accreditation  of  Hospitals  lists 
five  necessary  elements.  These  are:  assessment, 
planning,  linking,  monitoring,  and  advocacy. 

^ Range  of  Residential  Settings 

Residential  alternatives  should  include  hospi- 
tals, where  all  treatment  and  rehabilitation 
programs  are  available,  and  a variety  of  out-pa- 
tient arrangements.  These  include:  halfway 
houses,  three-quarter  houses,  longterm  group 
residences,  cooperative  apartments,  lodges,  fos- 
ter care  homes,  board-and-care  homes,  hotels, 
supervised  apartments,  and  independent  resi- 
dences. 

Of  course,  not  every  community  can  pro- 
vide all  of  these.  Those  encouraged  in  a particu- 
lar community  are  determined  by  the  size  and 
characteristic  of  that  community’s  target  popu- 
lation. In  Tulsa,  for  example,  approximately 
one  thousand  volunteers,  professional  and  lay, 
have  developed  a consortium  of  mental  health 
services  under  the  aegis  of  the  Tulsa  Mental 
Health  Council.8 

Under  no  circumstances  should  patients  be 
placed  in  situations  beyond  their  coping 
capabilities.  Yet,  in  state  after  state,  patients 
have  been  placed  inappropriately,  some  even 
into  poor  nursing  homes  or  welfare  hotels  where 
they  become  the  objects  of  all  sorts  of  exploita- 
tion. Recent  allegations  of  starvation,  sexual 
abuse,  overmedication,  and  worse  in  some  Ok- 
lahoma board-and-care  homes,  while  creating 
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a public  scandal,  are  but  a repetition  of  what 
has  occurred  in  many  states. 

In  Oklahoma  there  are  nine  “transitional 
living  centers”  that  are  halfway  houses  where 
former  hospital  patients  can  learn  to  live  on 
their  own.  These  centers  are  operated  by  com- 
munity mental  health  centers  that  annually  re- 
ceive 1.2  million  dollars  from  the  state.  In  addi- 
tion, there  are  a number  of  boarding  homes  that 
provide  room,  board,  and  minimal  supervision 
for  people  who  don’t  qualify  for  nursing  homes. 
A few  patients  are  placed  in  private  homes. 

Missouri,  in  contrast,  has  a model  system 
as  a result  of  the  state’s  1979  Omnibus  Nursing 
Home  Act.  Missouri  licenses  four  types  of  adult 
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care  facilities:  adult  boarding,  immediate  care, 
residential  care,  and  skilled  nursing  facilities. 
Each  provides  progressively  higher  levels  of 
care  for  rseidents,  ranging  from  minimal  to 
total.  Missouri  has  420  boarding  homes,  com- 
pared to  Oklahoma’s  96.  For  the  needy,  Mis- 
souri provides  supplemental  payments  of  up  to 
$236  monthly.  Since  1981,  Missouri  has  had 
strict  structural  requirements  for  new  facilities. 

In  Tulsa,  there  is  one  halfway/three-quar- 
ter  house,  the  Zarrow  Independent  Living  Cen- 
ter, which  can  house  sixteen  patients,  and  a 
program  of  foster  care.  To  this,  a HUD-funded 
apartment  unit  will  soon  be  added  in  north 
Tulsa. 

► Transportation  and  Access  to  Services 
Frequently  overlooked  is  the  patients’  need  for 
access  to  these  service  systems.  Because  of  their 
handicaps  or  their  economic  situations,  or  be- 
cause of  inadequacies  in  public  transportation, 
many  chronic  patients  do  not  have  access  to 
services.  This  problem  may  be  compounded  by 
a whole  series  of  related  factors. 

The  case  of  Sandy  Park,  a housing  develop- 
ment in  the  affluent  community  of  Tulsa,  is 
instructive.  This  one-quarter  square  mile  is 
within  sight  of  the  new  Zink  Lake,  but  the 
people  there  have  few  of  the  services  of  Tulsa. 


Most  of  the  inhabitants  live  below  the  poverty 
line,  and  few  have  job  skills.  Sixty  percent  do 
not  have  telephones.  There  is  only  one  public 
telephone,  and  it  is  frequently  broken.  Crime 
and  fear  are  rampant.  Adolescent  pregnancy  is 
high.  Yet,  until  very  recently  there  had  been 
little  effort  to  focus  community  resources  on 
this  area. 

For  twenty  years,  we  have  known  about 
the  effects  of  community  apathy  in  increasing 
the  prevalence  of  all  mental  disorders,  yet  rela- 
tively little  has  been  done  to  correct  the  situa- 
tion. 

► Continuity  of  Care 

The  concept  of  continuity  of  care  refers  to  the 
orderly  progression  of  patients  through  the  ser- 
vice system.  It  means  that  care  is  longitudinal 
in  nature,  for  many  of  these  patients  have 
lifelong  disorders.  It  means  that  care  is  con- 
secutive and  coordinated.  The  revolving-door 
phenomenon,  whereby  patients  return  to  hospi- 
tal inpatient  services  again  and  again,  reflects 
the  absence  of  such  care.  Continuity  of  care 
means  that  care  is  comprehensive.  Social  ser- 
vices, which  traditionally  have  not  been  re- 
garded as  part  of  medicine,  are  not  ancillary 
for  these  patients;  they  are  essential.  Con- 
tinuity of  care  means  that  care  must  be  indi- 
vidualized and  flexible,  and  that  services  must 
respond  to  changes  in  a patient’s  life  cir- 
cumstances. It  means  that  there  must  be  com- 
munication and  a relationship.  The  patient’s 
contacts  with  the  service  system  should  be 
characterized  by  closeness  and  familiarity,  and 
by  communication,  both  between  patient  and 
providers  and  among  the  providers. 

At  present,  unfortunately,  this  paradigm 
is  frequently  absent  from  the  mental  health  ser- 
vice system.  Even  patients  under  continuous 
care  frequently  do  not  receive  continuity  of  care. 
A disorder  such  as  schizophrenia  is  not  ade- 
quately managed  by  symptom  reduction  alone. 
Disability  frequently  persists  far  beyond  hos- 
pitalization, but  cannot  be  treated  adequately 
in  a simple  aftercare  clinic.  Yet,  it  is  just  such 
fragmented  care  that  is  encouraged  by  current 
reimbursement  policies. 

FINANCES 

Moving  patients  from  the  back  wards  of  state 
hospitals  to  the  back  rooms  of  psychiatric  ghet- 
tos, while  a common  practice,  appears  to  be  of 
no  value  whatsoever.  The  programs  that  are 
needed  are  not  cheap.  Yet,  who  is  to  pay?  In 
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the  private  sector,  the  reimbursement  policies 
of  third-party  payers  have  fragmented  the  sys- 
tem, encouraging  continuous  bouts  of  hospitali- 
zation, but  neither  continuity  nor  comprehen- 
siveness of  care.  In  the  public  system,  the  pro- 
grammatic and  fiscal  policies  of  the  State  of 
Oklahoma  — while  similar  to  those  of  most 
states  — are  instructive.8  Although  patients 
have  been  transferred  to  the  community,  ap- 
propriate funding  has  not  followed  them. 

The  questions  is:  Who  is  responsible  for  the 
care  of  the  indigent  mentally  ill?  Although 
much  has  been  said  about  the  responsibility  for 
care  of  the  medically  indigent,  the  problem  is 
even  more  severe  in  the  case  of  the  chronically 
mentally  ill. 

In  the  last  few  years,  Oklahoma  has  made 
strides  in  planning  for  the  chronically  mentally 
ill.  These  include  the  development  of  fourteen 


W ho  is  responsible 
for  the  care  of  the 
indigent  mentally  ill? 


new  community  mental  health  centers,  encour- 
agement of  state  hospital  screening  at  local 
levels,  the  recommendation  of  local  two-week 
inpatient  programs  to  prevent  unnecessary  hos- 
pitalization, and  the  reorganization  of  state  hos- 
pitals. However,  these  changes  raise  two  ethical 
and  financial  issues. 

First,  it  is  difficult  to  develop  a community 
support  system  without  adequate  funding. 
Community  treatment,  if  administered  prop- 
erly, is  not  cheap  treatment.  If  mishandled,  it 
is  a cruel  charade  perpetrated  on  these  patients, 
their  families,  and  their  communities.  Ulti- 
mately, we  are  faced  with  the  psychiatric  ver- 
sion of  an  old  economic  problem  — whether  to 
buy  guns  or  butter. 

Second,  we  are  faced  with  the  question:  Is 
this  the  most  appropriate  use  of  state  dollars? 
In  terms  of  future  productivity,  the  state  might 
better  spend  its  resources  on  outpatient  treat- 
ment of  people  who  can  be  expected  to  return 
to  full  functioning;  or  perhaps  it  should  provide 
funds  for  consultation-liaison  psychiatry,  which 
has  been  shown  to  reduce  significantly  the  need 
for  medical  services.  This  becomes  a version  of 
the  ethical  questions  confronting  all  medicine 
— whether  to  invest  in  expensive  care  for  the 
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few  or  less  expensive  care  for  the  many,  in  pre- 
vention or  in  rehabilitation. 

The  State  of  Oklahoma  has  shown  commit- 
ment to  community  mental  health  in  written 
goals,  but  not,  I believe,  in  funding  priorities. 
Support  from  the  federal  government  has  de- 
creased from  approximately  9 million  dollars 
in  Fiscal  year  1981  to  only  about  5.3  million 
dollars  for  fiscal  year  1984.  Meanwhile,  the 
state’s  support  has  increased  from  approxi- 
mately 9 million  dollars  in  fiscal  year  1981  to 
over  21  million  dollars  in  fiscal  year  1984  — 
an  increase  in  support  of  18%.9  However,  the 
figures  need  to  be  considered  in  context.  In  1970 
there  were  nearly  3,000  patients  in  state  mental 
hospitals.  It  was  estimated  that  by  June  1983 
the  number  would  be  less  than  1,300.  Yet,  the 
cost  has  increased  by  313%. 

The  shift  in  admissions  to  state  hospitals 
and  the  contrast  between  funding  and  actual 
service  delivery  can  be  seen  most  clearly  when 
contrasting  health  centers,  state  hospitals,  and 
not-for-profit  community  mental  health  cen- 
ters10 (See  Fig). 

The  cost  of  good  care  in  the  community  does 
not  have  to  be  exorbitant.  Under  the  aegis  of 
the  Tulsa  Mental  Health  Council,  over  700  vol- 
unteers — professional  and  lay  — developed  a 
countywide  mental  health  plan  for  the  mentally 
ill  in  Tulsa.  Over  a period  of  four  years,  they 
completed  the  first  needs  assessment  and  estab- 
lished three  new  community  mental  health  cen- 
ters and  a countywide  crisis  stabilization  unit. 
As  a result  of  this  effort  the  cost  of  care  per 
public  patient  actually  decreased  by  4.5%  (24% 
if  inflation  is  considered)  during  a period  when 
the  cost  of  general  medical  care  rose  by  almost 
74%.  This  was  done  by  developing  a network 
of  care  based  on  the  Balanced  Service  System, 
a general  system  model;  by  encouraging  the 
specialization  of  service;  and  by  stressing  out- 
patient alternatives. 

If  the  community  mental  health  centers  of 
Oklahoma  were  to  become  a system  of  care 
primarily  for  the  chronic  patient,  however,  they 
might  well  self-destruct.  It  is  important  that 
most  of  these  patients  receive  medication  and 
medical  supervision.  However,  most  physicians 
and  most  psychiatrists  find  such  centers  and 
such  patients  neither  interesting  nor  presti- 
gious. Since  psychiatrists  alone  among  medical 
specialists  are  expected  to  be  in  short  supply 
by  the  year  1990,  it  would  seem  likely  that  they 
may  desert  the  community  mental  health  cen- 
ters, leaving  the  patients  in  the  care  of  nonmed- 
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ical  personnel.  This  process  has  already  oc- 
curred in  many  states,  and  it  leads  to  a vicious 
feedback  system  where  fewer  and  fewer  psychi- 
atrists, then  fewer  and  fewer  competent  mental 
health  workers  of  any  type  are  willing  to  work 
in  the  centers.  The  end  result  is  a third-rate 
system  of  care  for  patients  who  come  to  be  re- 
garded as  third-rate.  In  Oklahoma,  especially 
in  eastern  Oklahoma,  where  there  has  never 
been  a sufficient  number  of  psychiatrists,  the 
situation  could  be  particularly  discouraging. 

If  Oklahoma  medicine  and  psychiatry,  or 
if  we  as  citizens  recognize  a major  responsibility 
to  these  patients,  then  we  must  be  assertive  in 
procuring  their  status  as  rightful  recipients  of 
appropriate  care.  The  American  Psychiatric  As- 
sociation recognized  this  from  a national  per- 
spective when  it  adopted  a “Proposal  for  Public 
Policy  on  the  Chronic  Mental  Patient”  in  1978: 
“There  is  no  more  urgent  concern  than  the 
needs  of  the  chronically  mentally  ill  who  suffer 
from  severe,  persistent,  or  recurrent  mental 
illnesses  with  residual  social  or  vocational  dis- 
abilities. As  a result  of  the  deinstitutionaliza- 
tion programs  of  the  past  decade  and  the  con- 
tinuing growth  of  high  risk  populations  that 
generate  (the)  chronically  ill,  the  problems  as- 
sociated with  the  care  of  these  patients  consti- 
tute a national  crisis.”1 

The  author  wishes  to  express  his  appreciation  to  mem- 
bers of  the  State  Department  of  Mental  Health,  the  Social 
Policy  and  Planning  Committee  of  the  Tulsa  Mental  Health 
Council,  and  to  Ms  Julie  Gustafson,  although  none  of  the 
above  is  responsible  for  the  opinions  stated  herein. 
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Poison-warning  stickers  may  not  work 

Toddlers  may  not  be  deterred  from  manipulating  containers 
that  are  labeled  with  poison-warning  (Mr.  Yuk)  stickers,  accord- 
ing to  Katherine  Vemberg,  MPH,  and  colleagues  from  the  Uni- 
versity of  Virginia  School  of  Medicine  in  Charlottesville.  They 
examined  the  behavior  of  20  children,  aged  12  to  30  months, 
before  and  after  education  on  labeling  and  poison.  Before  in- 
struction, toddlers  played  with  labeled  and  unlabeled  containers 
without  statistical  preference.  After  instruction,  they  showed  a 
touch  preference  for  the  poison-warning  labeled  containers.  The 
report  appears  in  the  November  American  Journal  of  Diseases 
of  Children. 
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Popliteal  Artery  Injury 
Associated  with  Knee  Dislocation 


WALTER  W.  BELL,  MD 
M.  ALEX  JACOCKS,  MD 
DANIEL  H.  CARMICHAEL,  MD 

Popliteal  artery  injury  is  associated  with 
20%  to  40%  of  knee  dislocation  injuries. 
Prompt  recognition  and  treatment  are  vital 
to  reducing  the  15%  to  40%  incidence  of 
major  morbidity. 

COMPLETE  dislocation  of  the  knee  is  being 
seen  with  increasing  frequency  this  dec- 
ade.1 The  rising  incidence  of  motor  vehicle  acci- 
dents, particularly  those  involving  motorcycles; 
vehicle-pedestrian  accidents;  and  football  “clip- 
ping” injuries,  are  all  prone  to  knee  dislocation. 

ANATOMY 

“The  popliteal  artery  is  the  continuation  of  the 
femoral  and  transverses  the  popliteal  fossa.  It 
commences  at  the  opening  in  adductor  magnus 
at  the  junction  of  middle  and  distal  thirds  of 
the  thigh,  and  extends  downwards  and  slightly 
laterally  to  the  intercondylar  fossa  of  the  femur. 
Thence  it  continues  obliquely  to  the  lower  bor- 
der of  poplitus  where  it  divides  into  anterior 
and  posterior  tibial  arteries.”2  There  is  a rich 
anastomotic  network  of  arteries  arising  from 
the  popliteal  artery  consisting  of  five  named 


branches1  as  well  as  several  muscular  and 
cutaneous  branches.  Critical  to  the  vulnerabil- 
ity of  the  popliteal  artery  in  dislocational  injury 
is  the  fact  that  the  artery  is  tethered  by  the 
adductor  hiatus  above  and  by  the  tendinous 
arch  of  soleus  muscle  below. 

PATHOPHYSIOLOGY 

Although  the  knee  can  be  dislocated  in  any  di- 
rection, the  anterior  displacement  is  most  com- 
mon. This  type  injury  causes  stretching  of  the 
popliteal  artery  with  intimal  disruption  leading 
to  thrombosis  of  the  vessel.  The  less  common 
posterior  displacement  leads  more  often  to  lac- 
eration and  complete  disruption  of  the  artery.14 
The  reported  frequency  of  significant  popliteal 
artery  injury  associated  with  knee  dislocation 
varies  from  20%5  to  40%. 6 Nearly  half  of  the 
patients  with  arterial  injury  will  also  have  sig- 
nificant popliteal  vein  injury,  and  20%  will  have 
nerve  injury.7 

Due  to  the  presence  of  the  genicular  ar- 
teries, the  distal  extremity  may  remain  warm 
and  viable  after  popliteal  injury  until  hemor- 
rhage into  and  swelling  of  the  popliteal  space 
becomes  sufficient  to  obliterate  these  small  ves- 
sels. Initial  examination  in  the  emergency  room 
may  even  reveal  normal  or  near-normal  distal 
pulses  in  the  case  of  a partial  disruption,  lead- 
ing to  delay  in  diagnosis  and  treatment.  Failure 
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to  diagnose  and  promptly  treat  popliteal  artery 
injury  results  in  calf  claudication  at  the  least 
and  amputation  in  up  to  50%  of  patients.8 

DIAGNOSIS 

The  finding  of  a painful,  unstable  knee  joint 
associated  with  a history  of  blunt  trauma  or  the 
finding  of  a frankly  dislocated  knee  should  raise 
the  question  of  popliteal  artery  injury. 

Immediate  closed  reduction  of  the  disloca- 
tion should  be  accomplished.  Decreased  distal 
pulses  or  a cool,  pale  foot  after  reduction  should 
prompt  immediate  operative  exploration  of  the 
popliteal  space.  Doppler  pulses  or  even  palpable 
pulses  may  be  present  distal  to  a popliteal  dis- 
ruption, and  to  ascribe  a decreased  distal  pulse 
to  “arterial  spasm”  may  well  jeopardize  the 
limb. 

Preoperative  arteriography  is  not  indicated 
and  can  delay  treatment  in  those  patients  in 
whom  physical  examination  reveals  arterial 
compromise.  O’Donnell9  and  Welling4  recom- 
mend angiography  in  all  cases  of  complete  knee 
dislocation  associated  with  normal  distal  pulses 
and  immediate  exploration  without  angiog- 
raphy of  all  other  injuries.  It  is,  of  course,  recog- 
nized that  other  associated  injuries,  such  as 
multiple  fractures  in  a leg  or  a history  of  occlu- 
sive vascular  disease,  might  make  preoperative 
angiography  desirable  and  other  life-threaten- 
ing injuries  might  take  priority  over  immediate 
management  of  the  extremity  injury. 

OPERATIVE  MANAGEMENT 

Once  the  likelihood  of  popliteal  injury  has  been 
established  and  the  patient’s  overall  status  per- 
mits, immediate  operative  exploration  of  the 
popliteal  space  should  be  undertaken.  Patients 
seen  initially  at  hospitals  not  served  by  physi- 
cians experienced  in  peripheral  vascular  repair 
should  be  transported  as  rapidly  as  possible  to 
a hospital  with  a vascular  surgery  team  im- 
mediately available. 

The  Emory  group10  recommends  prerepair 
fibulectomy  and  fasciotomy  for  all  cases  of  pop- 
liteal injury.  Certainly  prerepair  fasciotomy 
should  be  carried  out  if  there  is  any  suspicion 
of  compartmental  hypertension.  There  is  no  dis- 
agreement that,  at  the  least,  postrepair  fas- 
ciotomy should  be  carried  out  if  there  is  any 
suspicion  of  compartmental  hypertension  or 
swelling.  Patients  who  have  had  crush  injury 
to  the  distal  leg  or  whose  leg  has  been  ischemic 
for  more  than  six  hours  are  particularly  prone 
to  elevated  compartmental  pressures. 
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Popliteal  artery  exploration  for  trauma  is 
usually  carried  out  through  a medial  incision 
rather  than  a posterior  incision.  The  medial  ap- 
proach allows  the  patient  to  remain  supine 
(facilitating  anesthetic  management),  allows 
more  extensive  exposure  of  proximal  and  distal 
structures,  and  allows  easy  access  to  the  saphen- 
ous vein  if  a graft  is  needed. 

Once  proximal  and  distal  control  of  the  ar- 
tery are  achieved,  one  should  carefuly  inspect 
the  popliteal  artery  as  well  as  associated  veins 
and  nerves. 

With  blunt  trauma  to  the  popliteal  artery, 
primary  repair  is  usually  not  possible  for  two 
reasons:  ( 1 ) generally  more  than  1.5  cm  of  artery 
is  damaged,  making  resection  and  reanas- 
tomosis without  tension  nearly  impossible,  and 
(2)  mobilization  usually  would  entail  sacrifice 
of  the  important  genicular  collaterals  that 
might  make  the  difference  in  limb  survival  in 
the  event  of  failure  of  repair.11  Therefore,  after 
excision  of  the  injured  popliteal  segment,  an 
appropriate  length  of  saphenous  vein  is  har- 
vested from  the  uninjured  leg  to  preserve  all 
available  venous  outflow  in  the  injured  limb. 
While  one  surgeon  is  harvesting  vein,  the  other 
uses  the  Fogarty  catheter  to  retrieve  clot  from 
the  proximal  and  distal  arterial  tree.  Regional 
heparinization  of  the  extremity  is  usually  em- 
ployed. An  accurate  vascular  anastomosis  with 
6-0  or  7-0  prolene  completes  the  revasculariza- 
tion. Although  one  group12  recommends  the 
routine  use  of  polytetrafluroethylene  (PTFE) 
and  reports  consistently  good  results,  most  re- 
serve PTFE  for  those  cases  in  which  autogenous 
vein  is  unavailable  or  inadequate. 

On-the-table  arteriography  should  be  done 
to  detect  technical  error  or  tandem  injury,  or  to 
reveal  persistent  clot  requiring  removal. 

Attention  can  then  be  directed  to  evalua- 
tion and  repair  of  any  nerve,  tendon,  or  bone 
injury.  Finally,  stabilize  the  limb  by  internal  or 
external  means.  Most  workers  agree  that  post- 
operative anticoagulation  is  unnecessary,  al- 
though many  use  antiplatelet  agents  (aspirin) 
postoperatively. 

CASE  REPORTS 

Three  cases  are  selected  from  recent  experience 
at  the  Oklahoma  Teaching  Hospitals. 

Case  1.  A 78-year-old  black  woman  slipped  and  fell, 
suffering  anterior  dislocation  of  the  right  knee. 
Evaluation  six  hours  later  revealed  an  unstable  knee 
and  mottling  and  coolness  of  the  right  foot,  with  ab- 
sent pedal  pulses.  An  arteriogram  showed  occlusion 
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Fig.  (Case  3)  Intraoperative  arteriogram  before  (left)  and  after  (right)  repair  with  saphenous  vein  interposition  graft. 


of  the  popliteal  artery  in  the  midpopliteal  area.  The 
popliteal  space  was  explored  and  extensive  popliteal 
artery  intimal  disruption  was  found.  The  damaged 
artery  was  excised  and  replaced  using  PTFE  since 
the  saphenous  vein  was  inadequate.  Blood  flow  was 
restored  eleven  hours  after  the  injury  occurred.  The 
orthopaedic  injury  was  treated  by  external  fixation. 
The  leg  was  functional,  with  palpable  pulses,  when 
the  patient  was  discharged  from  the  hospital. 

Comment.  The  arteriogram  was  obtained  be- 
cause of  the  patient’s  age  and  history  of  occlu- 
sive peripheral  vascular  disease.  Although 
there  was  a significant  delay  in  reestablishing 
blood  flow  to  the  lower  extremity,  this  patient 
did  very  well  following  surgery  and  discharge. 

Case  2.  A 24-year-old  white  man  sustained  a post- 
erior dislocation  of  the  right  knee  and  a closed  crush 
injury  to  the  right  calf  in  a motorcycle  accident.  On 
examination  in  the  emergency  room,  no  pedal  pulses 
could  be  detected  in  the  injured  leg.  The  patient  un- 
derwent immediate  fasciotomies  followed  by  explora- 
tion of  the  popliteal  fossa  and  repair  of  the  disrupted 
popliteal  artery  using  autogenous  vein  from  the  oppo- 
site leg.  In  spite  of  angiographic  proof  of  patency, 
distal  embolectomy,  and  regional  heparinization, 
blood  flow  could  not  be  maintained  through  the  graft. 
The  condition  of  the  leg  deteriorated  over  the  next 
three  days,  resulting  in  below-the-knee  amputation. 

Comment.  This  case  underscores  the  impor- 
tance of  the  distal  vascular  bed  to  successful 
repair.  This  patient’s  crushed  calf  compromised 
flow  and  made  graft  patency  impossible  despite 
a technically  adequate  repair. 
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Case  3.  A 26-year-old  white  man  was  involved  in  a 
motorcycle  accident  that  caused  anterior  dislocation 
of  his  left  knee  and  multiple  facial  lacerations.  After 
being  seen  at  the  local  community  hospital,  the  pa- 
tient was  transferred  to  Oklahoma  Memorial  Hospi- 
tal (OMH)  because  of  a pulseless  left  lower  leg.  Be- 
cause no  pulses  were  present  in  the  left  foot  after 
reduction  of  the  dislocation  in  the  OMH  emergency 
room,  the  patient  was  taken  to  the  operating  room. 
Fasciotomies  were  performed  and  the  popliteal  artery 
was  explored  through  a medial  incision.  Once  proxi- 
mal and  distal  control  of  the  popliteal  artery  were 
obtained,  further  exploration  of  the  popliteal  space 
revealed  complete  intimal  disruption  of  the  popliteal 
artery  in  the  popliteal  space.  In  addition,  there  was 
a laceration  of  the  popliteal  vein.  The  popliteal  vein 
was  repaired  directly  with  6-0  prolene  interrupted 
sutures.  A segment  of  saphenous  vein  from  the  right 
leg  was  harvested,  reversed,  and  used  to  replace  a 2- 
to  3-cm  segment  of  the  left  popliteal  artery.  After  the 
interposition  graft  was  completed,  good  pulses  were 
detected  in  the  foot.  An  arteriogram  revealed  good 
flow  of  blood  through  the  saphenous  vein  segment 
and  into  the  lower  leg  (Fig  A and  B).  Revasculariza- 
tion was  achieved  approximately  six  hours  after  in- 
jury. The  orthopedic  surgery  team  then  completed 
exploration  and  stabilization  of  the  knee  joint. 

Comment.  This  patient  underwent  early  fas- 
ciotomies and  early  exploration  of  the  popliteal 
artery  with  replacement  using  a saphenous  vein 
graft  from  the  opposite  leg.  In  addition,  an  in- 
jured popliteal  vein  was  repaired,  restoring 
adequate  outflow  from  the  extremity.  The  pa- 
tient has  done  very  well  following  surgery. 
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OUTCOME 

The  overall  salvage  rate  in  recently  published 
reports  of  popliteal  artery  injury  associated 
with  dislocation  of  the  knee  ranges  from  60%13 
to  85%. 1 Although  the  number  of  patients 
studied  in  most  reports  is  too  small  to  allow 
definite  statements  about  factors  concerning 
outcome,  it  is  clear  that  time  is  a major  factor. 
Miller’s  animal  study14  shows  that  six  hours 
after  arterial  occlusion  occurs,  significant 
myonecrosis  begins  to  supplant  reversible  is- 
chemia. The  clinical  study  of  Green5  bears  this 
out  in  humans,  although  salvage  is  certainly 
possible  beyond  these  six  hours,  as  many  case 
reports  have  shown,  and  successful  revasculari- 
zations  are  possible  more  than  24  hours  after 
injury  occurs.115  A crushing  of  associated  distal 
soft  tissue,  failure  to  perform  prompt  fasciotomy, 
and  late  wound  sepsis  are  certainly  important 
determinants  of  outcome  of  this  complex  injury. 

SUMMARY 

1.  Dislocation  of  the  knee  is  associated  with 
a high  incidence  of  injury  to  the  popliteal  artery. 

2.  Clinical  signs  of  distal  arterial  insuffi- 
ciency should  prompt  immediate  surgical  explo- 
ration of  the  popliteal  space. 

3.  Elapsed  time  from  injury  to  operating 
room  is  the  major  preoperative  determinant  of 
outcome. 

4.  Optimal  operative  management  hinges 
upon  precise  vascular  repair,  repair  of  concomi- 
tant venous  injury,  early  compartment  decom- 
pression if  necessary,  and  performance  of  opera- 
tive angiography. 
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Coming  in  January  . . . 

Papers  scheduled  for  publication  in  the  January  issue  of  The 
Journal  of  the  Oklahoma  State  Medical  Association  include 
reports  on  intraoperative  ultrasound,  the  self-monitoring  of 
blood  glucose  levels,  the  results  of  glaucoma  and  visual  acuity 
screening  in  Garfield  County  nursing  homes,  and  the  shaving 
of  intravenous  sites. 
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Clinical  Pharmacology 
of  Glucocorticoids 


JUDITH  BLACKWELL,  MD 
STEPHEN  R.  NEWMARK,  MD 

ADRENAL  corticosteroid  hormones  are  fre- 
quently used  in  clinical  medicine  for  anti- 
inflammatory and  immunosuppressive  actions. 
Certain  of  these  hormones  are  also  termed 
glucocorticoids  because  of  their  influence  on  the 
intermediary  metabolism  of  carbohydrate.  Al- 
though cortisol  is  the  main  adrenal  secretory 
glucocorticoid,  many  synthetic  analogues  have 
been  introduced  in  recent  years.  Proper  use  and 
administration  of  these  agents  depend  upon  an 
understanding  of  the  biochemical  actions  of  the 
physiological  steroid  (cortisol)  and  the  unique 
actions  of  the  synthetic  glucocorticoid  deriva- 
tives. 

I.  BIOCHEMISTRY 

A.  Intermediary  Metabolism 

A major  action  of  glucocorticoids  is  the  enhance- 
ment of  gluconeogenesis  and  the  promotion  of 
glycogenesis.  Those  actions  are  the  result  of  both 
the  antagonism  of  insulin  action  and  the  mobili- 
zation of  amino  acids  from  muscle  to  liver,  where 
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the  amino  acids  are  utilized  as  glucose  precur- 
sors. The  clinical  consequences  of  these  bio- 
chemical actions  are  (1)  hyperglycemia  (exac- 
erbation of  diabetes)  and  (2)  protein  depletion 
(muscle  wasting). 

Adequate  fatty  acid  mobilization  from  adi- 
pose tissue  is  also  dependent  upon  cortisol.  In 
addition,  cortisol  inhibits  long  chain  fatty  acid 
synthesis.  These  biochemical  actions  provide 
substrates  for  ketogenesis  and  promote  ketosis. 

B.  Immunological  Effects 

Glucocorticoids  exert  major  suppressive  actions 
on  phagocytosis  of  foreign  antigens  by  mac- 
rophages. Both  macrophage  and  polymorpho- 
nuclear cell  migration  to  injury  are  inhibited 
by  glucocorticoids.  Although  antigen  and  anti- 
body interaction  is  not  prevented  by  gluco- 
corticoids, other  secondary  mediators  of  inflam- 
mation such  as  kinin  and  histamine  release  are 
decreased. 

Glucocorticoids  probably  do  not  inhibit  ma- 
ture thymus-cell  (T-cell)  or  antibody-producing 
(B-cell)  lymphocytes;  however,  glucocorticoids 
will  suppress  lymphocyte-mediated  manifesta- 
tions of  delayed  hypersensitivity  such  as  tuber- 
culoid reactions  and  other  diagnostic  skin  tests. 
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It  has  been  suggested  that  glucocorticoids 
also  suppress  inflammation  by  the  stabilization 
of  lysozyme  membranes,  thus  preventing  the 
release  of  hydrolytic  enzymes.  Glucocorticoids 
appear  to  oppose  the  effects  of  kinins  and  vas- 
oactive amines  in  promoting  capillary  permea- 
bility and  interstitial  edema.  Inhibition  of 
prostaglandin  synthesis  also  may  be  an  impor- 
tant factor  in  the  inhibition  of  inflammation. 

Although  these  metabolic  effects  of  gluco- 
corticoids are  useful  in  the  suppression  of  in- 


flammatory activity  in  certain  diseases,  they 
also  promote  infection  by  the  suppression  of 
physiologic  defense  mechanisms. 

C.  Glucocorticoid  Effect  on  Mineral 
Metabolism 

Glucocorticoids  will  suppress  maturation  of  the 
skeleton  as  well  as  decrease  linear  growth.  This 
may  be  secondary  to  inhibition  of  growth-hor- 
mone-induced synthesis  of  somatomedin.  In  ad- 
dition, glucocorticoids  may  decrease  skeletal  os- 
teoblastic activity. 

Vitamin  D activity  is  inhibited  by  steroids. 
The  effect  may  be  mediated  by  a suppression 
of  hepatic  25-hydroxylase  activity  as  well  as 
inhibition  of  vitamin  D activity  at  the  cellular 
level. 

Chronic  glucocorticoid  therapy  can  be  as- 
sociated with  growth  retardation  in  children 
and  the  development  of  osteoporosis  in  adults. 

D.  Glucocorticoid  Effect  on  Sodium  and 
Potassium 

Cortisol  has  moderate  sodium-retaining  activ- 
ity by  its  effect  on  renal  mineralocorticoid  re- 
ceptors. Halogenated  steroids  such  as  fluorocor- 
tisol  (Flurinef®)  have  increased  glucocorticoid 
and  mineralocorticoid  activity  when  compared 
to  cortisol. 

Prednisone  and  prednisolone  have  a 1,  2 
double  bond  that  markedly  decreases  the 
sodium-retaining  characteristics  of  these  ste- 
roids. 

II.  STRUCTURE  OF  GLUCOCORTICOIDS 

Glucocorticoids  contain  the  common  steroid 
nucleus  shared  by  adrenal  corticosteroid  hor- 
mones (Fig  1).  Glucocorticoids  have  a 2-carbon 
chain  at  the  17-carbon  position  and  thus  are 
termed  C-21  steroids.  C-21  steroids  that  have 
a hydroxy  group  at  the  17  position  are  classified 
as  17-OH  steroids. 

The  structure  of  cortisol  is  shown  in  Figure 
2.  The  groups  essential  for  glucocorticoid  or 
anti-inflammatory  activity  are  (1)  C = 0 at  the 
C3  position,  (2)  C4-5  unsaturated  double  bond, 
(3)  11-OH  group,  and  (4)  17-OH  group. 

Steroidal  analogues  must  contain  the 
above  groups  to  exhibit  anti-inflammatory  ac- 
tivity; however,  other  structural  changes  may 
alter  the  biological  activities.  For  example, 
prednisone  (Fig  3)  has  a Cl-2  double  bond  that 
enhances  anti-inflammatory  activity  while  de- 
creasing mineralocorticoid  activity. 

Table  1 lists  the  commonly  used  steroidal 
analogues  and  their  comparative  potencies. 
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Table  1. 

— Comparative  Biological  Activities  of  Glucocorticoids 

Anti-Inflammatory 

Mineralocorticoid 

Steroid 

Activity 

Activity 

Dose 

Cortisol 

1.0 

2 + 

20.00  mg 

Cortisone 

0.8 

2 + 

25.00  mg 

Prednisone 

3.5 

1 + 

5.00  mg 

Prednisolone 

4.0 

1 + 

5.00  mg 

Methylprednisolone 

5.0 

0 

4.00  mg 

Dexamethasone 

30.0 

0 

0.75  mg 

The  biological  activities  of  the  glucocor- 
ticoids listed  in  Table  1 are  dependent  not  only 
upon  the  intrinsic  molecular  steroid  structure, 
but  also  on  the  transport  in  the  plasma  to  bind- 
ing proteins.  Cortisol  is  95%  bound  to  an  alpha 
globulin,  corticosteroid  binding  globulin  (CBG). 
The  unbound  portion  is  believed  to  be  the 
biologically  active  hormone.  If  the  plasma  con- 
centration of  cortisol  exceeds  25  to  30  mg%,  the 
steroid  will  reversibly  bind  to  albumin,  of  which 
75%  will  be  bound  and  25%  will  be  free  or  un- 
bound. Steroid  analogues  basically  are  more 
loosely  bound  to  CBG  or  albumin  than  is  cor- 
tisol, and  this  may  be  responsible  for  their  in- 
creased biological  potency  and  tendency  to  pro- 
duce cushingoid  side  effects  at  lower  dosage. 

Steroids  are  metabolized  in  the  liver  by  con- 
junction with  glucuronic  acid  and  then  are  ex- 
creted by  the  kidney. 

III.  CONTROL  MECHANISM  OF 

GLUCOCORTICOID  SECRETION 

Adrenal  glucocorticoid  secretion  is  under  the 
control  of  pituitary  ACTH  secretion,  which  it- 
self is  under  the  putative  hypothalamic  releas- 
ing factor  (CRF).  Under  normal  circumstances, 
cortisol  and  ACTH  interact  in  a negative  feed- 
back system  in  which  decreasing  cortisol  levels 
“signal”  ACTH  release  with  subsequent  resto- 
ration of  cortisol  secretion.  Conversely,  ele- 
vated cortisol  levels  decrease  CRF  and  ACTH 
secretion.  Although  the  anatomic  site  of  cor- 
tisol-induced control  of  ACTH  secretion  is 
under  dispute,  it  is  likely  that  both  the 
hypothalamus  and  the  pituitary  are  responsive 
to  cortisol  levels.  It  is  likely  that  ACTH  and 
CRF  alter  their  own  secretion  by  “short”  and 
“ultra-short”  feedback  loops;  however,  the  clin- 
ical significance  of  these  effects  is  unknown. 

Both  ACTH  and  cortisol  are  secreted  in 
pulses  or  episodic  secretory  events;  thus,  a 
single  blood  sample  for  ACTH  or  cortisol  is 
highly  dependent  upon  the  timing  of  the  last 
secretory  event.  In  times  of  stress,  infection,  or 
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major  operations,  the  negative  feedback  system 
may  convert  to  an  “open”  feedback  system  in 
which  increased  ACTH  secretion  is  necessary 
to  produce  increased  cortisol  secretion.  Figures 
4 and  5 illustrate  these  relationships. 

IV.  CLINICAL  USE  OF 
GLUCOCORTICOIDS 

Glucocorticoids  are  used  either  for  replacement 
therapy  for  the  patient  with  inadequate  adrenal 
hormone  secretion  (adrenal  insufficiency)  or  as 
pharmacological  therapy  for  anti-inflammatory 
or  other  biological  activities. 

As  the  daily  cortisol  production  is  approx- 
imately 10  to  25  mg  per  24  hours  or  10  to  15 


Fig  4.  Hypothalamus-pituitary-adrenal  relationships 
in  the  stable  non-stressed  patient. 


HYPOTHALAMUS 

(+) CRF 

PITUITARY 

ACTH 


ADRENAL  CORTEX 

~~  cortisol 


Fig  5.  Hypothalamus-pituitary-adrenal  relationships 
in  the  stressed  patient. 
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Table  2.  — Estimated  Daily  Replacement  Doses 
and  Schedules  of  Glucocorticoids 

Steroid 

Morning  Dose 

Evening  Dose 

Cortisol 

20.0  mg 

10.0  mg 

Cortisone 

25.0  mg 

12.5  mg 

Prednisone 

5.0  mg 

2.5  mg 

mg  daily  per  m-,  daily  replacement  dose  of  gluco- 
corticoids is  usually  given  at  comparable  levels. 
Generally,  cortisol  (hydrocortisone),  cortisone, 
or  prednisone  are  given  in  divided  dosages  as 
illustrated  in  Table  2. 

Although  methylprednisolone  and  dex- 
amethasone  do  provide  potent  glucocorticoid  ac- 
tivity, they  are  usually  not  given  to  patients 
for  replacement  therapy,  as  they  frequently 
cause  Cushingoid  complications  even  at  low  dos- 
age. This  may  be  due  to  decreased  plasma  pro- 
tein binding  with  subsequent  increased  “free” 
or  biologically  active  steroids. 

V.  GLUCOCORTICOID 
REPLACEMENT  THERAPY 

Replacement  therapy  for  patients  with  adrenal 
insufficiency  during  acute  stress  or  surgical 
procedures  requires  modification.  For  moderate 
illness,  oral  replacement  therapy  two  to  three 
times  the  usual  dose  is  frequently  sufficient.  If 
the  patient  is  not  able  to  ingest  medication, 
then  parenteral  steroids  must  be  administered 
immediately.  A schedule  for  the  treatment  of 
acute  adrenal  insufficiency  is  given  in  Table  3. 
Usually  100  mg  of  cortisol  is  infused  over  the 
first  one  to  two  hours.  Then,  a continuing  infu- 
sion of  cortisol  and  saline  is  given  for  the  next 
24  hours.  A total  of  300  to  400  mg  of  cortisol 
and  3 to  6 liters  of  saline  is  frequently  required 
during  the  first  24  hours.  (Table  3). 


In  the  first  24  hours,  approximately  300  to 
400  mg  of  cortisol  and  four  to  six  liters  of  saline 
may  be  needed.  If  the  patient  is  stable,  total 
daily  glucocorticoids  can  be  reduced  30%  each 
day.  It  is  important  to  note  that  supplemental 
mineralocorticoid  administration  is  usually  not 
required  until  the  total  daily  dose  of  cortisol  is 
less  than  100  mg. 

VI.  PREPARATION  OF  THE 
ADDISONIAN  PATIENT  OR 
STEROID-TREATED  PATIENT 
FOR  MAJOR  SURGERY 

It  is  important  to  provide  the  Addisonian  pa- 
tient or  steroid-treated  patient  with  adequate 
glucocorticoid  coverage  during  major  surgery. 
In  addition,  patients  who  have  been  treated 
with  systemic  steroids  at  replacement  dose 
levels  for  a total  of  ten  days  within  the  previous 
six  to  twelve  months  should  also  be  treated,  as 
they  may  not  have  adequate  ACTH  reserve  in 
response  to  stress. 

Although  many  replacement  schedules  are 
adequate,  it  is  suggested  that  a total  of  200  to 
300  mg  of  cortisol  be  administered  during  the 
day  of  surgery.  Usually  patients  are  given  a 
source  of  intramuscular  cortisone  acetate  prior 
to  the  day  of  surgery  to  provide  a continuous 
source  of  glucocorticoids  in  case  of  interrupted 
intravenous  therapy.  A sample  program  is 
listed  below: 

a.  Twenty-four  hours  prior  to  surgery  give 
100  mg  of  intramuscular  cortisone  acetate. 

b.  On  the  day  of  surgery,  give  100  mg  of  intra- 
muscular cortisone  acetate  and  place  100  mg 
of  cortisol  in  intravenous  fluids  to  be  con- 
tinuously administered  during  surgery. 

c.  Immediately  after  surgery,  place  50  mg  of 
cortisol  in  each  1,000  ml  of  intravenous 
fluids. 


Table  3.  — Schedule  for  Treatment  of  Acute  Adrenal  Insufficiency 


Hours  0-1 : Give  1 00  mg  cortisol  intravenously  in  a bolus  injection.  Administer  1 00  ml  of  D5/normal  saline  with  1 00  mg 

of  cortisol.  Obtain  blood  samples  for  CBC,  electrolytes,  renal  function,  and  cortisol  (results  to  be  obtained  lat- 
er for  confirmation  of  diagnosis).  Chest  x-ray,  EKG , and  appropriate  cultures  may  determine  precipitating 
cause  of  adrenal  insufficiency. 

Hours  1 -6:  Continue  with  intravenous  infusion  of  saline  with  cortisol  and  give  at  rate  of  1 ,000  ml  every  4-6  hours.  Ob- 

tain repeat  electrolytes,  glucose,  and  BUN.  Administer  1 00  mg  intramuscular  cortisone  acetate  (to  be 
used  as  depot  source  of  glucocorticoid  in  case  intravenous  infusion  is  accidentally  interrupted). 

Hours  6-24:  Continue  with  saline  and  intravenous  steroids.  Repeat  electrolytes,  glucose,  and  renal  function.  Intra- 

venous fluids  should  include  1 ,000  ml  normal  saline  with  50-100  mg  of  cortisol  every  4-6  hours. 
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d.  Twenty-four  hours  after  surgery,  give  a total 
of  200  mg  glucocorticoids  to  be  equally  di- 
vided between  intravenous  and  intramuscu- 
lar administration. 

Assuming  no  complications,  glucocor- 
ticoids thereby  can  be  rapidly  decreased  to 
preoperative  levels.  It  is  important  to  monitor 
electrolytes  and  glucose  levels  closely. 

Alternate-day  therapy  is  frequently  em- 
ployed in  the  treatment  of  certain  disease  states 
to  minimize  side  effects  of  glucocorticoids  and 
to  reduce  suppression  of  the  endogneous  hy- 
pothalamus pituitary  adrenal  axis.  A steroid 
with  biological  activity  lasting  12  to  24  hours 
should  be  administered.  This  usually  would  in- 
clude cortisol,  cortisone,  or  prednisone.  On  al- 
ternate days  no  endogenous  steroids  are  given 
in  order  to  allow  the  endogenous  hypothalamic 
pituitary  adrenal  axis  to  function.  This  type  of 
therapy  can  be  effective,  although  close  mon- 
itoring of  the  disease  activity  on  the  “alternate 
day”  must  continue. 

Frequently  it  is  necessary  to  convert  a pa- 
tient from  daily  glucocorticoid  therapy  to  alter- 
nate-day therapy.  This  can  be  achieved  by  pro- 
gressively increasing  steroid  dosage  on  the  one 
day  while  progressively  decreasing  the  steroid 
dosage  on  the  alternate  day  over  one  to  two 
weeks.  Then  a program  of  progressive  dose  re- 
duction can  be  initiated.  It  is  important  to  sup- 
port the  patient  with  alternative  therapy  dur- 
ing the  “off”  steroid  day  and  to  be  prepared  to 


Table  4. 

— Schedule  for  Conversion  of 

Daily  Steroid  Administration  to 

Alternate-Day  Administration 

Day 

Steroid  Dose 

1 

40  mg  prednisone 

2 

50  mg  prednisone 

3 

30  mg  prednisone 

4 

60  mg  prednisone 

5 

20  mg  prednisone 

6 

70  mg  prednisone 

7 

10  mg  prednisone 

8 

75  mg  prednisone 

9 

5 mg  prednisone 

increase  steroid  dosage  if  the  disease  activity 
continues.  An  example  of  the  conversion  of  a 
patient  on  a daily  dose  of  40  mg  prednisone  to 
an  alternate-day  course  is  given  in  Table  4. 

The  dose  of  75  mg  of  prednisone  could  then 
be  alternated  with  a dose  of  5 mg  for  one  week. 
The  next  week  a dose  of  70  mg  of  prednisone 
could  be  alternated  with  a dose  of  5 mg.  The 
dose  can  be  progressively  decreased  until  it  is 
estimated  that  the  patient  can  tolerate  the  com- 
plete elimination  of  steroids  on  the  alternate 
day.  It  also  would  be  important  to  lower  the 
steroid  dosage  on  the  therapy  day  to  as  low  a 
dose  as  possible,  consistent  with  satisfactory 
suppression  of  the  disease  activity.  It  is  hoped 
that  this  program  will  minimize  side  effects  of 
longterm  glucocorticoid  administration  and 
facilitate  maintenance  of  normal  endogenous 
steroid  secretion. 
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Maternal  Phenylketonuria 

Today,  an  increasing  number  of  women  who 
were  successfully  treated  for  phenylketonuria 
(PKU)  have  reached  childbearing  age.  Should 
these  women  wish  to  become  pregnant,  they 
should  know  that  phenylalanine  crosses  the 
placenta  and  exposes  the  fetus  to  abnormal 
levels.  These  babies  are  at  risk  of  developing 
several  types  of  birth  defects.  Therefore,  a re- 
turn to  the  restricted  PKU  diet  is  necessary 
before  conception,  to  assure  the  control  of 
phenylalanine  levels. 

PKU  is  an  inherited,  metabolic  disorder 
characterized  by  the  inability  to  metabolize 
phenylalanine,  an  amino  acid.  An  accumulation 
of  phenylalanine  in  the  brain  will  result  in  men- 
tal retardation. 

Treatment  for  PKU  is  a diet  restricting 
high  protein  foods  containing  phenylalanine. 
Special  dietary  formulas  are  used  as  supplemen- 
tal sources  for  essential  amino  acids.  Although 


pregnancy  outcomes  are  not  entirely  predict- 
able, studies  have  shown  a trend  toward  health- 
ier infants  from  PKU  mothers  who  followed  diet- 
ary treatment  during  pregnancy. 

Unfortunately,  the  formula  used  to  supple- 
ment the  diet  is  extremely  expensive,  and  com- 
pliance with  the  diet  is  a problem.  The  expense, 
the  need  to  begin  the  diet  before  becoming  pre- 
gnant, and  the  months  it  may  take  to  become 
pregnant  all  weigh  against  adherence  to  the 
diet. 

Women  who  are  pregnant  and  need  PKU 
formula  may  be  eligible  to  receive  some  formula 
from  the  Oklahoma  State  Department  of 
Health.  First,  however,  any  woman  who  suspects 
she  has  or  has  had  PKU  must  be  evaluated  by 
one  of  the  two  PKU  centers  in  the  state:  GEM 
Clinic,  Oklahoma  Children’s  Memorial  Hospi- 
tal, Oklahoma  City;  or  Child  Study  Clinic,  Chil- 
dren’s Medical  Center,  Tulsa. 


DISEASE 

September 

TOTAL  TO  DATE 

1984 

This  Year 

Last  Year 

5 Yr.  Avg. 

AMEBIASIS 

0 

4 

3 

19 

CAMPYLOBACTER  INFECTIONS 

14 

143 

162 

— 

ENCEPHALITIS,  INFECTIOUS 

3 

19 

31 

23 

GIARDIA  INFECTIONS 

37 

186 

164 

— 

GONORRHEA  (Use  ODH  Form  228) 
HAEMOPHILUS  INFLUENZAE 

1085 

9699 

11759 

14234 

INVASIVE  DISEASE 

13 

143 

106 

— 

HEPATITIS  A 

45 

345 

393 

325 

HEPATITIS  B 

14 

127 

240 

185 

HEPATITIS.  NON  A NON-B 

6 

37 

38 

— 

HEPATITIS  UNSPECIFIED 

7 

78 

147 

154 

MEASLES  (RUBEOLA) 

0 

8 

1 

142 

MENINGITIS,  ASEPTIC 
MENINGITIS,  BACTERIAL 
(non-meningococcal, 

18 

82 

301 

139 

non  H Influenzae) 

1 

35 

58 

39 

MENINGOCOCCAL  INFECTIONS 

0 

23 

27 

23 

PERTUSSIS 

25 

236 

237 

90 

RABIES  (Animal) 
ROCKY  MOUNTAIN 

4 

87 

91 

195 

SPOTTED  FEVER 

13 

109 

207 

99 

RUBELLA 

0 

0 

0 

2 

SALMONELLA  INFECTIONS 

55 

307 

429i 

325 

SHIGELLA  INFECTIONS 

31 

157 

166 

209 

SYPHILIS  (Use  ODH  Form  228) 

14 

144 

175 

125 

TETANUS 

1 

2 

0 

0 

TUBERCULOSIS 

12 

159 

188 

TULAREMIA 

1 

17 

27 

21 

TYPHOID  FEVER 

1 

3 

3 

0 

Diseases  of 
Low  Frequency 

Total  to  Date 
This  Year 

ACQUIRED 

IMMUNE 

DEFICIENCY 

SYNDROME 

6 

BRUCELLOSIS 

4 

LEGIONNAIRES 

DISEASE 

18 

MALARIA 

7 

REYES 

SYNDROME 

14 

TOXIC  SHOCK 

SYNDROME 

13 

RABIES 

GRADY 

SKUNK  1 

OKMULGEE 

SKUNK  1 

TULSA 

BAT  2 
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“We  Serve  the  OSMA  — Everyday!” 

Meet  the  personal  service  specialists  of  C.L.  Frates  and  Company  — a “Team''  of 
OSMA  friends  whose  exclusive  mission  is  to  help  your  association’s  members  develop 
or  perfect  their  insurance  portfolios. 

They  are  Janie  Staats.  Elizabeth  Young.  Robert  McKiddy.  Harold  Wardlow  and  Dewitt 
Vann  — their  charge  is  to  market  the  Oklahoma  State  Medical  Association’s  endorsed 
group  insurance  programs,  such  as  disability  income,  office  overhead  expense  and  other 
essential  coverages,  and  to  service  the  growing  number  of  state  physicians  who  are 
buying  PLICO's  hallmark  health  insurance  programs. 

Beyond  these  specific  coverages,  the  help  you  can  expect  from  our  people  is  global, 
because  Janie’s  group  is  backed  up  by  the  expertise  of  80  other  C.L.  Frates  profes- 
sionals — and  by  a 54-year-old  agency  system  which  attaches  to  each  sales  contract 
a neighborly  commitment  to  fine  service. 

You’ll  like  Janie's  team.  They  know  their  business  and  go  about  it  with  a polite,  low- 
key  professionalism  befitting  the  clientele  they  serve. 

You  are  just  a phone  call  away  from  an  appointment  with  a friend  of  the  OSMA 
who  will  be  sensitive  to  your  needs  and  respectful  of  your  time. 

C.L.  FRATES  AND  COMPANY 

Insurance  Counselors  to  the  OSMA 
Box  18839  • Oklahoma  City.  OK  73154  • 405/848-7661 
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New  pediatric  subspecialty  arrives  at  OKC  hospital 


Robert  W.  Pryor,  MD,  has  joined  the  medical 
staff  of  Oklahoma  Children’s  Memorial  Hospital 
(OCMH),  Oklahoma  City,  as  head  of  the  pedi- 
atric intensive  care  unit.  One  of  the  few  inten- 
sivists  in  the  country  and  the  only  one  in  the 
state,  Dr  Pryor  is  specially  trained  to  deal  with 
the  multisystem  failure  that  often  occurs  in  chil- 
dren who  are  admitted  to  an  intensive  care  unit 
(ICU). 

Dr  Pryor  completed  his  fellowship  in  pedi- 
atric intensive  care  at  Texas  Children’s  Hospi- 
tal, Baylor  Medical  Center,  Houston,  in  one  of 
the  few  programs  in  the  country  that  offers  such 
training. 

“The  best  person  to  take  care  of  a child’s 
heart  problems  is  a pediatric  cardiologist;  the 
best  person  to  take  care  of  kidney  problems  is 
a nephrologist;  and  for  children  who  are  victims 
of  trauma,  it  is  the  pediatric  surgeon.  Like  an 
anesthetist,  I take  care  of  the  life  functions 
while  specialists  take  care  of  the  specifics,”  he 
explains. 

This  new  pediatric  subspecialty  excludes 
care  of  the  critically  ill  newborn,  for  whom  there 
are  trained  specialists,  neonatologists. 

Dr  Pryor  will  be  melding  his  approach,  that 
of  a multiorgan  system  of  care,  with  the  treat- 
ment given  in  the  ICU.  One  of  his  first  priorities 
is  establishing  a three-tiered  training  program 
for  nurses  to  offer  them  opportunities  to  attain 
successive  levels  of  intensive  care  expertise.  He 
also  plans  to  conduct  research  into  new  ways  of 
treating  critically  ill  children.  Part  of  his  re- 
search interest  is  focused  on  Reye’s  Syndrome 
and  other  types  of  brain  injury. 

The  ICU  at  OCMH  is  a 17-bed  unit  that 
admits  approximately  840  children  each  year. 
As  with  all  intensive  care  units,  there  are  peak 
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times  during  the  year  when  beds  are  full. 

“We  are  approaching  one  of  those  times  now, 
with  respiratory  problems  occurring  more  fre- 
quently in  winter,”  Dr  Pryor  notes. 

Critical  respiratory  illnesses,  such  as  those 
occurring  with  near  drownings,  septic  shock, 
lung  diseases,  and  pneumonia,  account  for  the 
largest  number  of  admissions  to  a pediatric  ICU, 
he  says.  □ 


Feline  lipid  material  spurs 
growth  of  new  blood  vessels 

Researchers  have  found  a way  to  rejuvenate  tis- 
sue by  spurring  the  growth  of  new  blood  vessels, 
a procedure  that  may  have  tremendous  ther- 
apeutic value. 

In  the  first  study  of  its  kind,  Harry  S. 
Goldsmith,  MD,  and  colleagues  of  Boston  Uni- 
versity School  of  Medicine  caused  new  blood  ves- 
sels to  grow  in  the  corneas  of  rabbits,  using  a 
substance  derived  from  the  omentum  of  cats. 
The  omentum  is  part  of  the  membrane  that 
covers  organs  in  the  abdominal  cavity. 

Writing  in  the  Journal  of  the  American 
Medical  Association  (JAMA,  Oct  19),  the  re- 
searchers describe  how  they  extracted  lipid  mat- 
erial from  the  omentum,  purified  it,  and  in- 
jected it  into  the  corneas  of  healthy  rabbits. 
They  report  that  a complex  network  of  new 
blood  vessels  had  formed  within  the  corneas 
after  seven  to  ten  days. 

The  researchers  are  enthusiastic  about  the 
technique  because  of  its  potential  use  in  treat- 
ing many  conditions  that  could  be  improved 
with  increased  blood  supply.  Among  these  are 
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Depression  in  MS  patients  more  than  just  “reactive” 


Patients  with  multiple  sclerosis  (MS)  show  a 
significantly  higher  rate  of  depressed  affective 
disorders  than  patients  with  certain  other  cen- 
tral nervous  system  diseases,  according  to  a re- 
port in  the  October  Archives  of  Neurology. 

Randolph  B.  Schaffer,  MD,  and  Haroutun 
M.  Babigian,  MD,  of  Strong  Memorial  Hospital, 
Rochester,  NY,  conducted  a retrospective  study 
of  patients  with  MS,  temporal  lobe  epilepsy 
(TLE),  and  amyotrophic  lateral  sclerosis  (ALS) 
who  had  been  hospitalized  between  1965  and 
1978.  The  researchers  identified  records  of  368 
MS  patients,  402  TLE  patients,  and  124  ALS 
patients.  The  patient  record  groups  then  were 
matched  against  the  Monroe  County  Psychiat- 
ric Register,  a computerized  summary  of  psychi- 
atric visits  to  all  mental  health  facilities  within 
the  county. 

“Prevalence  rates  for  psychiatric  contact 
were  not  significantly  different  between  MS  and 
TLE  (19.3%  vs  22.9%),  but  both  were  higher 
than  the  prevalence  rate  for  ALS  (4.8%),”  they 
report.  “When  behavioral  patterns  were  as- 
sessed, patients  with  MS  demonstrated  a signifi- 
cantly higher  rate  of  depressed  affective  disor- 
ders (61.97%  of  register  matches)  than  patients 
with  the  other  two  diseases,”  they  add. 

The  researchers  suggest  that  the  increased 
rate  of  depressive  diagnoses  among  MS  patients 
cannot  be  dismissed  as  “reactive”  depression  in 
the  face  of  an  unpredictable  and  chronic  disease. 
“Temporal  lobe  epilepsy  can  also  be  chronic  and 


New  blood  vessels  (continued) 

wound  healing,  bone  fracture  repair,  burns,  and 
ischemia  (loss  of  blood  in  certain  organs  and 
tissues). 

Conversely,  they  say,  if  an  inhibitor  of  the 
process  can  be  found,  it  may  be  a possible  means 
of  reducing  tumor  growth  by  cutting  off  the 
blood  supply. 

Previous  studies  showed  that  the  omentum 
and  some  other  tissues  were  angiogenic  (capa- 
ble of  producing  blood  vessels),  but  no  one  had 
yet  initiated  and  sustained  the  process  with  a 
single  injection  of  material.  One  advantage  of 
using  omentum,  the  researchers  say,  is  that  it 
is  readily  available  in  adequate  supply.  Its  an- 
giogenic nature  was  observed  in  earlier  studies 
when  it  was  transplanted  to  the  surface  of  the 
brains  of  dogs  and  monkeys.  □ 
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unpredictable,  yet  a much  lower  rate  of  depres- 
sive features  is  manifest  in  this  disease,”  they 
point  out. 

The  experience  of  ALS  patients  also  under- 
mines psychodynamic  hypotheses  for  depression 
related  to  disease.  “Despite  the  prognosis  in 
ALS  (major  disabilities  and  death),  of  124  pa- 
tients only  6 had  contacts  in  the  psychiatric 
register.” 

The  authors  suggest  that  the  most  likely  ex- 
planations for  the  high  rate  of  depressive  diag- 
noses in  MS  include:  “the  structural  involve- 
ment of  limbic  regions  by  demyelination  (the 
essential  biological  damage  in  MS),  shared 
genetic  vulnerabilities  both  to  depression  and 
MS,  and  selective  alterations  of  monoamine 
metabolism  within  the  central  nervous  system.” 

□ 


Narcotics  officers  praise 
AMA  for  drug  abuse  fight 

The  International  Narcotic  Enforcement  Offi- 
cers Association,  Inc,  (INEOA)  has  given  a “Spe- 
cial Award  of  Honor”  to  the  American  Medical 
Association  ( AMA ) for  its  leadership  in  the  fight 
against  prescription  drug  abuse. 

The  prestigious  award  was  presented  Oc- 
tober 8,  1984,  at  ceremonies  in  Albany,  NY,  dur- 
ing the  INEOA’s  25th  national  conference.  The 
enforcement  group  commended  the  AMA  for  its 
contributions  in  educating  medical  profession- 
als and  the  public  about  the  prescription  drug 
abuse  problem. 

Singled  out  for  praise  was  the  work  of  the 
Informal  Steering  Committee  on  Prescription 
Drug  Abuse,  an  expert  group  assembled  by  the 
AMA  in  1981.  Its  membership  represents  health 
care  providers,  drug  manufacturers,  pharma- 
cists, and  drug  regulatory  and  law  enforcement 
agencies. 

The  informal  committee  has  developed  the 
Prescription  Abuse  Data  Synthesis  (PADS) 
model  for  assessing  drug  abuse  and  diversion 
within  a state.  The  PADS  model  helps  state  drug 
agencies  use  a variety  of  local,  state,  and  federal 
data  sources  to  distinguish  the  particular  drugs 
abused  in  the  state,  pinpoint  the  locations  of 
the  most  serious  abuse  and  diversion  activities, 
and  identify  individual  practitioners  and  dis- 
pensers who  may  be  involved  in  the  diversion.  □ 
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After  acute  care,  what?  Recovery  often 
comes  from  retraining,  not  bed  rest. 
Help  your  patients  out  of  bed,  and  into 
a productive  life.  Call  our  Program  Manager 
today  for  complete  information. 


Rehabilitation  Institute 
of  Oklahoma 

700  Northwest  7th  Street  • Oklahoma  City,  OK  73102  • 405-236-3131 
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CALL 


TULSA 

ADJUSTMENT 
BUREAU,  INC. 


1754  Utica  Square  TULSA,  OKLAHOMA 
(918)  749-1481 

Toll  Free  in  Oklahoma 
1-800-722-2703 


432 


Oklahoma  State  Medical  Association 


Three  state  doctors  to  be  inducted  as  ACP  Fellows 


Three  Oklahoma  physicians  have  been  elected 
Fellows  of  the  American  College  of  Physicians 
(ACP)  and  will  be  formally  inducted  at  the  Col- 
lege’s annual  scientific  meeting  in  Washington, 
DC,  March  28-31,  1985. 

The  newly  elected  Fellows  are  Richard  T. 
Coussons,  MD,  and  Laura  I.  Rankin,  MD,  Ok- 
lahoma City,  and  James  A.  Young,  MD,  Tulsa. 

Election  to  Fellowship  in  the  national  med- 
ical organization  signifies  that  a physician  has 
been  recognized  by  colleagues  as  having  at- 
tained a high  level  of  scholarship  and  achieve- 


Injured drunk  drivers  get 

Most  alcohol-impaired  drivers  who  are  injured 
seriously  enough  to  require  hospitalization  are 
not  convicted  for  drunk  driving,  according  to  a 
report  in  the  Journal  of  the  American  Medical 
Association  (JAMA,  Oct  12). 

Kimball  I.  Maull,  MD,  of  the  University  of 
Tennessee,  Knoxville,  and  colleagues  studied 
56  such  drivers  during  a three-year  period  end- 
ing October  1982.  All  had  blood  alcohol  levels 
higher  than  0.15%,  with  a mean  of  0.24%.  There 
were  47  men  and  9 women  ranging  in  age  from 
16  to  59  years.  The  study  revealed  that  in  32  of 
the  cases,  the  investigating  police  officer  re- 
ported that  the  driver  had  been  drinking,  and 
in  51  of  the  cases,  the  officer  believed  the  al- 
cohol-impaired driver  had  caused  the  crash.  In 
33  cases,  the  officer  indicated  that  charges 
would  be  filed. 


ment  in  internal  medicine.  Usually  Fellows 
have  authored  articles  in  medical  journals,  pre- 
sented papers  at  medical  meetings,  been  in- 
volved in  the  teaching  of  young  doctors  and  med- 
ical students,  and  made  other  notable  contribu- 
tions to  the  advancement  of  medical  science  and 
practice. 

The  ACP  has  some  60,000  members  — As- 
sociate Members,  who  are  physicians-in-train- 
ing  or  medical  students;  Members,  who  are  prac- 
ticing physicians;  and  Fellows.  □ 


to  ER,  beat  DUI  conviction 

Convictions  were  attained  for  only  19  sub- 
jects, however  (most  for  reckless  driving),  and 
37  subjects  were  either  not  charged  or  not  con- 
victed. There  were  no  convictions  for  driving 
under  the  influence  of  alcohol  (DUI). 

The  researchers  offer  several  possible  expla- 
nations for  this  apparent  immunity  to  convic- 
tion. They  cite  police  skepticism  about  judicial 
support,  empathy  for  the  driver,  view  of  loss  of 
license  as  too  severe  a penalty,  and  the  adminis- 
trative burden  of  the  charging,  arraignment, 
and  court  procedure. 

Another  reason  for  the  low  rate  of  convic- 
tion among  injured  alcohol-impaired  drivers  is 
that  the  chain  of  evidence  is  broken,  the  re- 
searchers point  out.  If  the  driver  is  taken  from 
the  scene  by  ambulance,  there  is  no  opportunity 
for  the  officer  to  check  for  alcohol  impairment. 

(continued) 


GETTING  AHEAD?  OR  JUST  KEEPING  UP? 

We  can  help  your  practice  run  better! 


• PRACTICE  ANALYSIS 

— Results  Orientation 

• STARTING  PRACTICE 

— Systems  Initiation 

• COMPUTERIZING 

— Appraisal  and  Selection 


• STAFF  TRAINING 

— Management  Directed 

• IN-OFFICE  WORKSHOPS 

— Practical  Focus 


Contact  us:  MEDICAL  DENTAL  MANAGEMENT  ASSOCIATES,  INC. 

P.O.  Box  77027,  Oklahoma  City,  OK  73177,  1-405-752-0087 


MDMA 
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Drunk  drivers  (continued) 


BUY  A PIECE  OF 
THE  VAIL  VALLEY 

You've  developed  a successfq),  sound 
professional  foundation.  Doesn't  it  make 
sense  to  invest  in  your  precious  leisure 
time  as  well?  You  may  have  already 
considered  purchasing  a vacation  home  in 
a resort  area  like  Colorado's  Vail  Valley. 
Perhaps  you've  decided  the  cost  was  too 
great  to  make  the  purchase  practical.  You 
may  be  surprised  to  learn  how  reasonably 
a group  of  like-minded  professionals  can 
purchase  a superb  home  in  the  Vail 
Valley.*  On  a per-person  basis,  with  a 
partner  arrangement  of  4 or  5 people, 
costs  are  dramatically  less. 

Specially  designed  homes  are  available. 
Consideration  has  been  given  to  private 
baths  in  each  bedroom,  large  comfortable 
entertaining  areas,  well  equipped,  easy-to- 
use  kitchens,  a garage  with  a four-wheel 
drive  vehicle  and  a steam  room  or  hot  tub. 
Consideration  also  has  been  given  to  lots 
of  storage  area  where  each  individual 
family  can  keep  skis,  clothes,  boots  and 
other  private  items. 

With  the  cyclical  nature  of  real  estate 
at  a low  point  and  the  vast  expansion  of  the 
Vail  area  putting  more  product  on  the 
market,  prices  are  very  reasonable. 

Vacation  homes  vary  in  price  from  ninety 
thousand  dollars  for  a two  bedroom  condo 
on  up.  It  is  possible  to  buy  a centrally 
located  duplex  unit  of  three  or  more 
bedrooms  in  the  two  to  three  hundred 
thousands.  A five-person  partnership 
would  need  individual  down  payments  in 
the  fifteen  thousand  range  for  a three 
hundred  thousand  dollar  unit;  interest  and 
property  taxes  are  tax  deductible,  of  course. 

Although  there  has  been  considerable 
appreciation  of  property  value  in  the  past, 
we  feel  a purchase  of  vacation  property  in 
this  area  should  be  made  for  utility  reasons 
rather  than  as  an  investment  only.  World 
class  ski  areas  like  Vail  and  Beaver  Creek, 
delightfully  cool  summers,  golf,  and 
constant  summer  activities  are  among  the 
reasons  to  have  a home  in  Vail.  Whether 
you  use  it  for  yourselves  and  your  friends 
only,  or  rent  to  others,  a purchase  could 
not  be  made  at  a better  time  than  the 
present. 

For  further  information,  write  to  Mary  Ellen  or 
Gerry  Turner,  Box  1242,  Vail,  CO  81658  or  call 
(303)  949-4077. 

* The  IRS  would  probably  treat  a purchase  by  your  pro- 
fessional corporation  as  a purchase  by  you.  Check  with 
your  accountant. 


Further,  blood  alcohol  concentrations  deter- 
mined by  medical  staff  are  often  inadmissable 
as  evidence  to  support  charges  of  driving  under 
the  influence.  The  researchers  note  that  Col- 
orado passed  a law  in  1982  that  allows  emer- 
gency medical  technicians  to  take  blood  alcohol 
samples  when  requested  by  law  enforcement  of- 
ficials. 

The  researchers  stress  the  need  for  similar 
changes  in  other  states.  They  point  out  that  the 
health  and  safety  of  the  guilty  driver  is  at  stake, 
as  well  as  the  safety  of  other  drivers  if  he  retains 
his  license.  “Trauma  care  personnel,  especially 
surgeons,  should  be  aware  that  trauma  is  often 
the  first  manifestation  of  alcohol  dependency. 
Patient  survival  may  ultimately  depend  more 
on  alcohol  rehabilitation  than  on  initial  trauma 
management.” 

Elsewhere  in  the  same  issue,  George 
Lundberg,  MD,  editor  of  JAMA,  also  proposes 
that  court  rules  of  evidence  be  modified  to  allow 
the  introduction  of  blood  alcohol  examination 
results  from  clinical  laboratories.  □ 


EXCELLENT 

OPPORTUNITY 


OBSTETRICIAN-GYNECOLOGISTS  (including 
department  chairman),  FAMILY  PRACTICE  (de- 
partment chairman),  FAMILY  PRACTITIONERS 

(for  ambulatory/urgent  care  program),  RADI- 
OLOGIST, UROLOGIST,  ORTHOPEDIC  SUR- 
GEON, PSYCHIATRIST.  All  applicants  should 
be  residency  trained,  Board  eligible/Board  cer- 
tified physicians.  Join  a growing  28-physician 
group  with  prepaid  and  fee-for-service  practice. 
Excellent  facilities,  well-trained  partners.  Attrac- 
tive salary  and  benefit  structure.  Starting  salary 
based  on  experience.  Relocation  expense  will  be 
reimbursed.  Send  resume  or  contact  Central 
Oklahoma  Medical  Group,  R.  LeRoy  Carpenter, 
MD,  Medical  Director,  3330  NW  56th,  #300, 
Oklahoma  City,  OK  73112;  405-942-6620. 
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Enrollment  slowing,  aid  for  students  dwindling 


More  medical  students  and  residents  than  ever 
before  are  in  the  medical  education  system,  but 
they  are  receiving  less  financial  aid,  according 
to  the  84th  Annual  Report  on  Medical  Educa- 
tion in  the  United  States,  published  in  the 
Journal  of  the  American  Medical  Association 
(JAMA). 

Although  the  numbers  continue  to  in- 
crease, the  rate  has  slowed  considerably.  Total 
enrollment  in  US  medical  schools  rose  by  less 
than  1%  in  1983-1984,  and  first-year  enrollment 
has  been  declining  for  the  past  three  years,  ac- 
cording to  the  report. 

Fifty-two  percent  of  the  1984  medical  school 
graduates  accepted  residency  positions  in  fam- 
ily practice,  internal  medicine,  or  pediatrics  pro- 
grams. The  total  number  of  residents  has  in- 
creased steadily,  with  72,397  participating  in 
accredited  programs  in  1983. 

At  the  same  time,  financial  assistance  to 
medical  students  from  all  sources  declined  by 
approximately  6%.  (Figures  for  1982-1983  are 
the  most  recent  available,  and  this  school  year 
is  the  first  to  show  a decline  since  1954.)  Schol- 


arship funds  decreased  8%;  loan  funds  de- 
creased 4%.  The  average  education  debt  re- 
ported by  senior  students  was  nearly  $24,000, 
and  more  than  13%  of  the  graduating  class  in 
1983  reported  debts  of  $30,000  or  more.  Resi- 
dency programs  are  also  threatened  by  the  reim- 
bursement system  of  the  diagnosis-related 
groups.  DRG  payment  mechanisms  may  lead  to 
a decrease  in  a major  source  of  financial  support. 

The  profile  of  medical  students  is  also 
changing;  one  in  three  new  medical  students  is 
a woman,  and  approximately  16%  are  members 
of  ethnic  groups.  Blacks  make  up  a little  more 
than  5%  and  Asians  another  5%.  Twenty-four 
percent  of  resident  physicians  are  women;  ap- 
proximately 5%  of  the  total  are  black. 

More  than  96%  of  entering  medical  stu- 
dents have  completed  four  or  more  years  of  col- 
lege study.  Approximately  45%  of  them  ob- 
tained college  grade  point  averages  of  3.6  or 
higher.  There  were  9.1  applications  per  person 
to  medical  schools  for  1983-1984,  and  one  of 
every  two  applicants  was  accepted.  □ 


INTERESTED 

IN  FINE  OFFICE  FACILITIES 
IN  A THRIVING  COMMUNITY? 

EDMOND  MEDICAL  PLAZA 


Across  Street  From  Edmond  Memorial  Hospital 

ONE  SUITE  NOW  AVAILABLE 
and 

MORE  BUILDINGS  ARE  BEING  PLANNED 


WRITE:  Edmond  Medical  Plaza  Leasing  Agent 
1601  Northwest  Expressway,  Suite  1010,  Oklahoma  City,  Oklahoma  73118 
OR  CALL:  405-232-0303 

EDMOND  MEDICAL  PLAZA 
120  North  Bryant,  Edmond,  Oklahoma 
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Patients  respond  faster  with  continuity  of  care 


Continuity  of  patient  care  leads  to  greater  pa- 
tient satisfaction,  shorter  hospitalization,  and 
fewer  emergency  hospital  admissions,  accord- 
ing to  a report  in  the  Journal  of  the  American 
Medical  Association  (JAMA,  Nov  2). 

John  H.  Wasson,  MD,  and  colleagues  con- 
ducted the  study  of  outpatient  care  at  the  Vet- 
erans Administration  Medical  and  Regional  Of- 
fice Center  in  White  River  Junction,  Vt.  Par- 
ticipants included  776  men  age  55  years  and 
older.  Two-thirds  of  the  patients  were  randomly 
assigned  to  medical  care  professionals  who 
would  provide  ongoing  care,  and  the  other  one- 
third  to  different  providers  at  follow-up  visits. 
Neither  the  patients  nor  the  providers  of  care 
knew  of  these  assignments. 

The  researchers  note  that  there  was  a sig- 
nificant difference  in  the  outcome  for  the  two 
groups.  During  an  18-month  evaluation  period, 


In  Memoriam 

1983 

Marque  0.  Nelson,  MD 

December  24 

Park  H.  Medearis,  MD 

December  26 

Charles  S.  Beaty,  MD 

December  28 

1984 

Jack  H.  Foertsch,  MD 

January  19 

Thomas  L.  Ozment,  MD 

February  11 

Thomas  L.  Foster,  MD 

February  25 

Robert  W.  Lowrey,  MD 

February  27 

Ella  Mary  George,  MD 

March  1 

Kemper  C.  Lain,  MD 

March  8 

William  R.  Cheatwood,  MD 

March  12 

William  A.  Dean 

March  19 

Charles  H.  Cooke,  MD 

March  23 

Donald  J.  Worden,  MD 

April  1 

William  I.  Jones,  MD 

April  3 

Paul  Kernek,  MD 

May  9 

Leon  C.  Freed,  MD 

June  12 

William  D.  Bolene,  MD 

June  18 

Lee  K.  Emenhiser,  MD 

June  26 

Grace  C.  Hassler,  MD 

July  14 

Carry l W.  Wiggins,  MD 

July  17 

Solomon  Papper,  MD 

August  19 

Kirk  T.  Mosley,  Jr,  MD 

August  26 

Ingvald  John  Haugen,  MD 

September  1 

Hugh  H.  Monroe,  MD 

September  9 

Martin  H.  Bartlett,  MD 

September  10 

Oliver  H.  Patterson,  MD 

October  13 

those  receiving  continuity  of  care  had  fewer 
emergency  admissions  (20%  vs  39%)  and  a shor- 
ter average  length  of  hospitalization  (15.5  days 
vs  25.5  days).  These  patients  also  perceived  that 
their  providers  were  more  knowledgeable, 
thorough,  and  interested  in  patient  education. 

In  an  editorial  on  the  subject,  Edward  W. 
Campion,  MD,  of  Massachusetts  General  Hospi- 
tal in  Boston  says,  “Continuity  of  care  is  one  of 
those  values  that  no  one  actually  opposes  but 
that  is,  nonetheless,  often  sacrificed  quietly, 
usually  in  the  name  of  efficiency.”  He  adds  that 
patients  “too  often  are  adrift  without  someone 
whom  they  can  call  ‘my  doctor,  through  thick 
and  thin.’  ” 

The  Vermont  study  indicated  that  patients, 
regardless  of  their  medical  problem,  responded 
better  when  they  could  identify  a single  pro- 
vider of  care.  Campion  concludes,  “The  more 
complex  a case,  the  greater  the  need  for  that 
primary  physician  as  continuous  overseer,  coor- 
dinator and  advocate.”  □ 


Deaths 


MARTIN  H.  BARTLETT,  MD 
1907  - 1984 

Martin  H.  Bartlett,  MD,  Sapulpa,  a Life 
Member  of  the  Oklahoma  State  Medical  Associ- 
ation, died  September  10.  Bom  in  Stillwater, 
Dr  Bartlett  was  graduated  from  the  University 
of  Texas  Medical  Branch,  Galveston,  in  1944. 
He  specialized  in  internal  medicine  and  prac- 
ticed some  thirty  years  in  New  Mexico  before 
moving  to  Sapulpa  in  1979. 

OLIVER  H.  PATTERSON,  MD 
1921  - 1984 

Oliver  H.  Patterson,  MD,  Sapulpa  general  prac- 
titioner, died  in  a plane  crash  in  the  Gulf  of 
Mexico  on  October  13.  He  was  63.  Dr  Patterson 
was  bom  in  Jefferson  City,  Mo,  and  served  in 
the  Navy  Air  Corps  during  World  War  II.  He 
was  graduated  from  the  University  of  Ok- 
lahoma College  of  Medicine  in  1955  and  estab- 
lished his  practice  in  Sapulpa  in  1956.  He  had 
recently  retired  from  medicine  in  order  to  pur- 
sue his  interest  in  flying. 


436 


Oklahoma  State  Medical  Association 


“Panacea”  gets  mixed  reviews 

To  the  editor  — When  you  awaken  some  night 
soon  to  the  roar  of  a threatening  mob  bent  on 
bodily  harm  or  possible  lynching  and  look  out 
the  window  and  find  your  yard  and  the  street 
are  filled  with  bronchoscopists,  esophago- 
scopists,  radiologists,  coronary  artery  viewers 
and  shunters,  and  perhaps  a sprinkling  of 
physiotherapists  and  acupuncturists,  please 
realize  there  is  one  individual  who  is  applaud- 
ing your  “Panacea  Proposition”  and  who  will 
offer  you  sanctuary  if  you  manage  to  escape. 

Of  course,  this  solution  is  not  quite  as  sim- 
ple as  you  make  it  sound  and  in  this  age  of 
“gold,”  it  is  not  going  to  occur.  However,  I think 
it  is  a wonderful  idea  and  just  maybe  as  time 
goes  on,  others  besides  you  and  me  might  think 
it  is  a panacea  indeed,  and  not  just  the  idle 
musings  of  an  editor. 

W.  W.  Rucks,  Jr,  MD 
Oklahoma  City 

To  the  editor  — Your  recent  editorial  [October] 
in  the  Journal  of  the  Oklahoma  State  Medical 
Association  drew  my  attention,  and  I feel  com- 
pelled to  make  these  comments.  In  the  fourth 
paragraph  of  your  editorial,  there  are  clearly 
some  activities  which  involve  patient  care  that 
were  not  in  your  list.  There  is  no  question  that 
a detailed  history,  a meticulous  painstaking 
physical  examination  and  becoming  know- 
ledgeable about  the  patient’s  lifestyle,  fears  and 
worries  are  important  aspects  in  any  patient- 
physician  relationship.  Just  as  important  is 
doing  a meticulous  painstaking  operative  pro- 
cedure which  allows  a patient  to  improve  his 
lifestyle,  be  relieved  of  many  fears  and  worries 
and  to  accomplish  some  of  his  dreams.  The  4, 
6,  8 and  10  hour  operative  procedures  which  I 
do  on  a daily  basis  clearly  qualify  as  reimburs- 
able items  even  though  they  were  not  included 
in  your  list.  I could  not  disagree  with  you  that 
we  have  made  some  grievous  errors  in  the  rel- 
ative value  scale  system,  but  I am  not  about  to 
suggest  to  you  that  a routine  history  and  phys- 
ical examination  are  equal  to  four  or  five  hours 
which  are  frequently  required  to  correct  many 
cardiac  defects. 

Ronald  C.  Elkins,  MD 
Oklahoma  City 


To  the  editor  — Your  editorial  in  the  October 
1984  Journal  was  excellent.  I couldn’t  agree 
with  you  more  both  in  your  assumptions  and 
what  would  be  the  probable  outcome. 

Thank  you  for  your  “voice  in  the  wilder- 
ness.” 

Curtis  E.  Harris,  MD 
Oklahoma  City 

■ The  Journal  encourages  comment  from 
readers  on  any  subject  of  interest  to  physicians 
in  Oklahoma. 


Book  Reviews 


Infectious  Diseases  of  Children.  Edition  7.  By 
Saul  Krugman  and  S.L.  Katz.  St  Louis:  C.  V. 
Mosby  Co.,  1981,  pp  607,  price  $39.95. 

This  is  the  seventh  edition  of  this  book,  origi- 
nally published  in  1958.  The  relatively  large 
number  of  editions  in  such  a short  time  attest 
to  its  popularity  and  usefulness.  The  sixth  edi- 
tion added  Samuel  L.  Katz  as  a third  author. 
Because  of  the  untimely  death  of  Robert  Ward, 
the  seventh  edition  is  under  the  direction  of  two 
authors  again. 

Perhaps  the  most  attractive  feature  of  this 
book  has  been  and  continues  to  be  the  clear 
form  of  its  presentations.  The  descriptions  of 
various  clinical  infections  are  pertinent  and  are 
supplemented  by  excellent  photographs  and 
graphs.  Each  clinical  disorder  has  a well-done 
section  on  differential  diagnosis. 

Specific  points  of  strength  include  very 
good  coverage  of  the  more  common  infections; 
up-to-date  information  on  disorders  such  as 
otitis  media  and  viral  hepatitis;  a very  useful 
section  on  the  differential  diagnosis  of  diseases 
accompanied  by  exanthems;  a separate  chapter 
incorporating  recommendations  on  immuniza- 
tion; and  a reliable  index. 

There  are  four  completely  new  chapters: 
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Book  Reviews  (continued)_^__^_^_____ 

“Infantile  Botulism,”  “Osteomyelitis  and 
Pyogenic  Arthritis,”  “Urinary  Tract  Infec- 
tions,” and  “Otitis  Media.”  Two  of  these  chap- 
ters were  written  by  other  authors.  Consider- 
able changes  are  apparent  in  most  chapters, 
with  recent  developments  and  new  methods  of 
management.  Virtually  every  chapter  has  fresh 
references,  with  many  of  the  works  published 
in  1980. 

Although  no  book  can  cover  all  topics,  it 
would  be  helpful  if  there  were  a more  consoli- 
dated discussion  of  chlamydia  infections, 
anaerobic  infections,  and  Reye’s  syndrome. 

The  weaknesses  of  this  book  are  far  out- 
weighed by  its  strengths.  It  is  useful  for  readers 
at  all  levels  of  expertise  — students,  house  offi- 
cers, and  practitioners. 

Harris  D.  Riley,  Jr,  MD 
Children's  Memorial  Hospital 
U niversity  of  Oklahoma  Health  Sciences  Center 
Oklahoma  City,  Oklahoma 

Interventional  Radiology  of  the  Abdomen.  By 

J.  T.  Ferrucci,  Jr,  MD,  and  J.  Wittenberg,  MD. 
Baltimore:  The  Williams  and  Wilkins  Com- 
pany, 1981.  Pp  243.  Price,  $39.00. 

This  short  text  by  Joseph  T.  Ferrucci,  Jr,  MD, 
and  Jack  Wittenberg,  MD,  of  Massachusetts 
General  Hospital  is  one  of  several  publications 
fostered  by  the  recent  interest  in  interventional 
radiology.  This  book  was  designed  primarily  as 
a technical  manual  and  covers  all  the  major 
interventional  radiographic  modalities  in  the 
abdomen,  postoperative  instrumentation  of  the 
biliary  tract,  percutaneous  biliary  drainage, 


percutaneous  tumor  biopsy,  percutaneous 
abscess  drainage,  and  intestinal  intubation  pro- 
cedures. Chapters  also  cover  the  background  of 
abdominal  interventional  radiology  and  gen- 
eral patient  care,  pharmacologic  agents  in 
radiographic  therapy  of  alimentary  disorders, 
and  nursing  care  for  abdominal  interventions. 

Although  the  majority  of  the  text  is  written 
by  the  principal  authors,  the  knowledge  of 
many  collaborators  is  called  upon  in  those  areas 
of  their  greatest  expertise. 

At  the  end  of  the  major  chapters  a brief 
overview  is  provided  followed  by  a “hands-on” 
case  presentation  which  the  reader  is  provided 
with  a challenging  case  example  of  the  proce- 
dure previously  discussed. 

Although  some  theoretical  and  background 
information  is  provided,  this  text  is  structured 
for  those  individuals  desirous  of  a formulated 
approach  to  most  abdominal  radiographic  inter- 
ventional manipulations. 

As  in  every  rapidly  evolving  field,  some 
refinements  have  occurred  in  the  years  since 
this  book  was  written.  There  are  now  more 
numerous  and  larger  series  available.  In  addi- 
tion, a greater  variety  of  commercially  man- 
ufactured instruments  and  kits  are  now  avail- 
able from  which  to  choose. 

I would  recommend  this  text  for  the 
radiologist  or  clinician  desirous  of  an  inexpen- 
sive publication  weighted  heavily  toward 
technique  in  radiographic  abdominal  interven- 
tion but  mindful  of  the  changes  which  have  oc- 
curred since  the  publication  was  written. 

Tim  Tytle,  MD 
Chief,  Special  Procedures,  VA  Hospital 
Department  of  Radiological  Sciences 
Oklahoma  Memorial  Hospital 
Oklahoma  City,  Oklahoma 


Mark  your  calendar 

1985  OSMA  ANNUAL  MEETING 

May  1 -4 

Skirvin  Plaza  Hotel  and 
Sheraton  Century  Center 
Oklahoma  City 
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Miscellaneous  Advertisements 


UNIVERSITY  OF  OKLAHOMA  Student  Health 
Center  — Family  Practice,  General  Medicine  or  In- 
ternal Medicine.  To  work  in  a 12-year-old  student 
health  center  — 20,000  students,  faculty,  and  staff. 
A congenial,  5-physician,  1 -psychiatrist  staff.  Good 
Benefits  program.  No  evening  call  during  week,  ro- 
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editor-in-chiefs  editorials.  A credit 
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and  benefits  package.  Your  regular  working  hours  will 
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will  work  with  modern  equipment  and  some  of  the  most 
highly  trained  professionals  in  the  world,  serving  your 
country  and  your  patients.  Now  that's  special!  Find  out 
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REYE 

SYNDROME 


Reye  syndrome  is  a rare  but 
dangerous  condition  that 
can  develop  from  flu  or 
chicken  pox.  It  occurs 
mainly  in  children  under  16, 
usually  when  they  appear  to 
be  recovering.  Watch  for 
these  signs: 


■ Persistent  vomiting 
m Fatigue 
u Confusion  and 
belligerence. 


If  your  child  displays  any 
of  these  symptoms,  con- 
sult a doctor  immediately. 

Some  studies  indicate  that 
there  may  be  an  associa- 
tion between  the  use  of 
aspirin  for  flu  and  chicken 
pox  and  the  development 
of  Reye  syndrome.  Further 
studies  are  being  con- 
ducted on  this  possibility. 
In  the  meantime,  the  U.S. 


Surgeon  General  suggests 
that  you  check  with  your 
doctor  before  using  aspirin 
or  any  medication  when 
your  child  has  flu  or 
chicken  pox. 

— A message  from  the 
Food  and  Drug 
Administration. 
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Copies  of  articles 
from  this  publication  are 
now  available  from  the 
UMI  Article  Clearinghouse. 

For  more  information  about  the  Clearinghouse, 
please  fill  out  and  mail  back  the  coupon  below. 


Yes!  I would  like  to  know  more  about  UMI  Article  Clearinghouse. 
I am  interested  in  electronic  ordering  through  the  following 
system(s): 

□ DIALOG/Dialorder  □ ITT  Dialcom 
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□ Please  send  me  your  current  catalog  and  user  instructions  for 
the  system(s)  I checked  above. 
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Institution/Company 
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City State Zip. 
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University  Microfilms  International 
300  North  Zeeb  Road,  Box  91 
Ann  Arbor,  MI  48106 
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The  KODAK  EKTACHEM 
DT60  Analyzer  creates  an 
extra  service  for  your  pa- 
tients without  extra  invest- 
ment in  labor.  And  because 
it  can  pay  for  itself  in  three 
months,  its  a timely  invest- 
ment in  your  future. 

The  chemistry  tests 
you  need 

With  the  DT60  Analyzer 
you  perform  key  chemistry 


tests  in  your  own  office 
instead  of  using  an  out- 
side laboratory.  Available 
tests  include  glucose, 
cholesterol,  triglycerides, 
BUN,  uric  acid,  sodium, 
and  potassium,  with  total 
hemoglobin  and  bilirubin 
coming  soon. 

The  time  you  need 

Get  test  results  in  five 
minutes  or  less;  perform 


up  to  75  tests  an  hour. 
Save  time  waiting  for 
results  to  assist  in  your 
diagnosis,  and  on  follow- 
up phone  calls. 

The  accuracy 
you  need 

The  DT60  Analyzer  uses 
proven  technology  and 
methodology  from  the 
KODAK  EKTACHEM  400 
and  700  Analyzers,  which 


provide  millions  of  accurate, 
precise  results  to  clinical 
laboratories  nationwide. 

The  simplicity 
you  need 

The  DT60  Analyzer,  com- 
pact as  a personal  com- 
puter, features  dry  slide 
technology  to  eliminate 
wet  reagents.  It  is  auto- 
mated to  free  up  your 
staff,  and  training  takes 


only  minutes.  From  the 
finger-stick  sample  to 
results  printout,  the  DT60 
Analyzer  is  simplicity  itself. 

To  see  what  the  DT60 
Analyzer  can  do  for  you, 
write  Eastman  Kodak  Com- 
pany, Dept.  740-B,  343  State 
Street,  Rochester,  NY  14650, 
or  call  1 800  44KODAK, 
Ext  423(1  800  445-6325, 
Ext  423)  today. 


Leading  the  way  in  healthcare 
technology  for  over  1 00  years. 

KB  KODAK  EKTACHEM 

Clinical  Chemistry  Products 
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The  abundant 
“pennies”  you  can 
save  on  a 
PLICO  HEALTH 
policy  would  bring 
a broad  smile  to 
the  face  of  any 
modern-day  Ben 
Franklin. 

For  example:  A 
two-doctor  clinic 
with  four  employees  may 
be  paying  up  to  $3,000  a 
year  too  much  if  they’re 
buying  health  insurance 
from  any  source  other  than 
PLICO. 

How  does  PLICO  do  it? 

It’s  simple.  PLICO 
HEALTH  combines  the 
lowest  overhead  available 
with  a break-even  pricing 
strategy.  The  result  is  an 
economical  health  insurance 
policy  that's  embarrasing  our 
competition. 


HEALTH 


PLICO  HEALTH 
now  protects  15,000 
physicians,  employees 
and  dependents. 
They’re  buying  the  best 
health  insurance  product  in 
the  land  at  a collective 
premium  savings  of  over 
$3,000,000  a year! 

We  hope  you  will  want  to 
know  more  about  PLICO’s 
big-hearted  health  insurance 
program  and  its  miserly 
premium  rates.  If  so,  please 
call  our  Sales  and  Service 
Department  to  set  up  an 
evaluation  meeting  at  a time 
and  place  convenient  to 
you. 


a product  of 

THE  PHYSICANS  LIABILITY 
INSURANCE  COMPANY 
P.0  Box  18171 
Oklahoma  City,  OK  73154 
405  843-0215 
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Motrin  reduces 
inflammation,  pain 

rice 


New  low  price...major  savings 

The  dramatic  reduction  in  the  price  of  Motrin  Tablets  means  substantial  savings 
from  now  on  for  your  patients  and  for  patients  all  across  the  country  for  whom  Motrin 

Tablets  are  prescribed. 

Motrin  is  priced  lower  than  Clinoril,  Feldene,  or  Naprosyn. 

The  price  of  Motrin  Tablets  to  pharmacies  has  been  reduced  as  much  as  35%. 
Patients  taking  the  average  dosage  should  now  pay  less  for  therapy  with  Motrin  Tablets 
than  for  almost  any  other  nonsteroidal  anti-inflammatory  drug  you 
prescribe... less,  for  example,  than  for  Clinoril,  Feldene,  or  Naprosyn.  And,  of  course, 
all  strengths  of  Motrin  Tablets  continue  to  be  available  by  prescription  only. 

Please  turn  the  page  for  a brief  summary  of  prescribing  information. 


Motrin 

ibuorofen 


Good  medicine...good  value 


TABLETS 

mg 


© 1984  The  Upjohn  Company 


The  Upjohn  Company 


Upjohn 


Kalamazoo.  Michigan  49001 


Motrin’  Tablets (ibuprofen) 

Contraindications:  Anaphylactoid  reactions  have  occurred  in  individuals  hypersensitive  to 
Mot'in  Tablets  or  with  the  syndrome  of  nasal  polyps,  angioedema  and  bronchospastic  reactivity 
to  aspirin,  iodides,  or  other  nonsteroidal  anti-inflammatory  agents. 

Warnings:  Peptic  ulceration  and  Gl  bleeding,  sometimes  severe,  have  been  reported  Ulceration, 
perforation  and  bleeding  may  end  fatally.  An  association  has  not  been  established.  Use  Motrin 
Tablets  under  close  supervision  in  patients  with  a history  of  upper  gastrointestinal  tract  disease, 
after  consulting  ADVERSE  REACTIONS  In  patients  with  active  peptic  ulcer  and  active 
rheumatoid  arthritis,  try  nonulcerogemc  drugs,  such  as  gold  If  Motrin  Tablets  are  used,  observe 
the  patient  closely  for  signs  of  ulcer  perforation  or  Gl  bleeding 
Chronic  studies  in  rats  and  monkeys  have  shown  mild  renal  toxicity  with  papillary  edema  and 
necrosis.  Renal  papillary  necrosis  has  rarely  been  shown  in  humans  treated  with  Motrin  Tablets 
Precautions:  Blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color  vision  have 
been  reported  If  these  develop,  discontinue  Motrin  Tablets  and  the  patient  should  have  an 
ophthalmologic  examination,  including  central  visual  fields  and  color  vision  testing. 

Fluid  retenlion  and  edema  have  been  associated  with  Motrin  Tablets;  use  with  caution  in  patients 
with  a history  of  cardiac  decompensation  or  hypertension  In  patients  with  renal  impairment, 
reduced  dosage  may  be  necessary  Prospective  studies  of  Motrin  Tablets  safety  in  patients  with 
chronic  renal  failure  have  not  been  done, 

Motrin  Tablets  can  inhibit  platelet  aggregation  and  prolong  bleeding  time  Use  with  caution  in 
persons  with  intrinsic  coagulation  defects  and  on  anticoagulant  therapy 
Patients  should  report  signs  or  symptoms  of  gastrointestinal  ulceration  or  bleeding,  skin  rash, 
weight  gain,  or  edema 

Patients  on  prolonged  corticosteroid  therapy  should  have  therapy  tapered  slowly  when  Motrin 
Tablets  are  added 

The  antipyretic,  anti-inflammatory  activity  of  Motrin  Tablets  may  mask  inflammation  and  fever 
As  with  other  nonsteroidal  anti-inflammatory  drugs,  borderline  elevations  of  liver  tests  may 
occur  in  up  to  15%  of  patients  These  abnormalities  may  progress,  may  remain  essentially 
unchanged,  or  may  be  transient  with  continued  therapy  Meaningful  elevations  of  SGPT  or  SGOT 
(AST)  occurred  in  controlled  clinical  trials  in  less  than  1%  of  patients  Severe  hepatic  reactions, 
including  jaundice  and  cases  of  fatal  hepatitis,  have  been  reported  with  ibuprofen  as  with  other 
nonsteroidal  anti-inflammatory  drugs  If  liver  disease  develops  or  if  systemic  manifestations 
occur  (e  g.  eosinophilia,  rash,  etc  ),  Motrin  should  be  discontinued 
Drug  interactions.  Aspirin:  used  concomitantly  may  decrease  Motrin  blood  levels. 

Coumarm  bleeding  has  been  reported  in  patients  taking  Motrin  and  coumarin. 

Pregnancy  and  nursing  mothers:  Motrin  should  not  be  taken  during  pregnancy  or  by  nursing 
mothers. 

Adverse  Reactions:  The  most  freguent  type  of  adverse  reaction  occurring  with  Motrin  is 
gastrointestinal  of  which  one  or  more  occurred  in  4%  to  16%  of  the  patients 
Incidence  Greater  than  1%  ( but  less  than  3%)— Probable  Causal  Relationship 
Gastrointestinal:  Nausea*  epigastric  pain*  heartburn*  diarrhea,  abdominal  distress,  nausea 
and  vomiting,  indigestion,  constipation,  abdominal  cramps  or  pain,  fullness  of  Gl  tract  (bloating 
and  flatulence);  Central  Nervous  System:  Dizziness*  headache,  nervousness;  Dermatologic: 
Rash*  (including  maculopapular  type),  pruritus;  Special  Senses:  Tinnitus  Metabolic/Endocrine: 
Decreased  appetite  Cardiovascular:  Edema,  fluid  retention  (generally  responds  promptly  to 
drug  discontinuation;  see  PRECAUTIONS). 

Incidence  less  than  1%-Probable  Causal  Relationship** 

Gastrointestinal:  Gastric  or  duodenal  ulcer  with  bleeding  and/or  perforation,  gastrointestinal 
hemorrhage,  melena.  gastritis,  hepatitis,  jaundice,  abnormal  liver  function  tests.  Central 
Nervous  System:  Depression,  insomnia,  confusion,  emotional  lability,  somnolence,  aseptic 
meningitis  with  fever  and  coma  Dermatologic:  Vesiculobullous  eruptions,  urticaria,  erythema 
multiforme,  Stevens-Johnson  syndrome,  alopecia  Special  Senses:  Hearing  loss,  amblyopia 
(blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color  vision)  (see  PRECAU- 
TIONS) Hematologic:  Neutropenia,  agranulocytosis,  aplastic  anemia,  hemolytic  anemia  (some- 
times Coombs  positive),  thrombocytopenia  with  or  without  purpura,  eosinophilia,  decreases  in 
hemoglobin  and  hematocrit;  Cardiovascular:  Congestive  heart  failure  in  patients  with  marginal 
cardiac  function,  elevated  blood  pressure,  palpitations;  Allergic:  Syndrome  of  abdominal  pain, 
fever,  chills,  nausea  and  vomiting;  anaphylaxis,  bronchospasm  (see  CONTRAINDICATIONS). 
Renal:  Acute  renal  failure  in  patients  with  pre-existing  significantly  impaired  renal  function, 
decreased  creatinine  clearance,  polyuria,  azotemia,  cystitis,  hematuria.  Miscellaneous:  Dry  eyes 
and  mouth,  gingival  ulcer,  rhinitis. 

Incidence  less  than  1%-Causal  Relationship  Unknown** 

Gastrointestinal:  Pancreatitis  Central  Nervous  System:  Paresthesias,  hallucinations,  dream 
abnormalities,  pseudotumor  cerebri  Dermatologic:  Toxic  epidermal  necrolysis,  photoallergic 
skin  reactions  Special  Senses:  Conjunctivitis,  diplopia,  optic  neuritis  Hematologic:  Bleeding 
episodes  (eg.,  epistaxis,  menorrhagia);  Metabolic/Endocrine:  Gynecomastia,  hypoglycemic 
reaction.  Cardiovascular:  Arrhythmias  (sinus  tachycardia,  sinus  bradycardia).  Allergic:  Serum 
sickness,  lupus  erythematosus  syndrome,  Henoch-Schonlein  vasculitis;  Renal:  Renal  papillary 
necrosis 

‘Reactions  occurring  in  3%  to  9%  of  patients  treated  with  Motrin.  (Those  reactions  occurring  in 
less  than  3%  of  the  patients  are  unmarked.) 

“Reactions  are  classified  under  Probable  Causal  Relationship  (PCR)  if  there  has  been  one 
positive  rechallenge  or  if  three  or  more  cases  occur  which  might  be  causally  related  Reactions 
are  classified  under  Causal  Relationship  Unknown'  if  seven  or  more  events  have  been  reported 
but  the  criteria  for  PCR  have  not  been  met 

Overdosage:  In  cases  of  acute  overdosage,  the  stomach  should  be  emptied  The  drug  is  acidic 
and  excreted  in  the  urine  so  alkaline  diuresis  may  be  beneficial. 

Dosage  and  Administration:  Rheumatoid  arthritis  and  osteoarthritis.  Suggested  dosage  is  300, 
400.  or  600  mg  1 1 d or  g.i  d Do  not  exceed  2400  mg  per  day  Mild  to  moderate  pain  400  mg 
every  4 to  6 hours  as  necessary 

Caution:  Federal  law  prohibits  dispensing  without  prescription.  med  b-7  S 
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Cooper  Brothers,  Inc.: 
Experienced  Specialists  In 
Medical  Facility  Development 


Cooper  Brothers,  Inc.  offers 
physicians  a single  source  of 
responsibility  for  the  design, 
financing  and  construction  of 
superior  medical  office  buildings 
and  clinics.  Our  design/build 
technique  assures  you  complete  control  of  costs  and  scheduling  — 
without  the  need  to  divert  attention  from  your  medical  practice. 

But,  you  don't  have  to  take  our  word  for  it.  Well  gladly  put  you  in  touch 
with  our  past  clients  who  will  confirm  the  integrity  of  our  company 
and  the  quality  of  our  work. 

From  your  initial  meeting  with  our  medical  division  specialists,  you'll 
have  a firm  price  for  your  new  facility  — a price  we  can  guarantee 
because  of  our  experience  in  completing  many  successful  medical 

facilities.  Our  experience  also  assures 
that  your  building  will  suit  your  working 
style,  offer  energy-efficient  operation 
and  low-cost  maintenance,  while 
reflecting  the  unique  structural, 
mechanical  and  design 
considerations  of  highly 
specialized  medical  facilities. 


COOPER 

BROTHERS 


500  Cooper  Center  ■ 7100  N Classen  Boulevard 
Oklahoma  City,  Oklahoma  73116  405  842-6653 


Willow  View  Hospital  is  the  only  private,  non-profit  hospital  in 
Oklahoma  dedicated  solely  to  the  treatment  of 
psychiatric  illnesses  of  all  types, 
among  all  ages. 


• 2-i  Hour  Emergency 

MEDICAL  STAFF 

Admissions 

Janita  M.  Ardis,  M.D. 

• 93  Inpatient  Beds 

Nolen  Armstrong,  M.D. 

• Outpatient  Services 

Hugh  M.  Conner.  Jr..  M.D. 

• Designated  by  the 

James  A.  Cox,  M.D. 

Department  of  Mental  Health 

Wolfgang  K.  Huber,  M.D 

as  an  Examination  and 

Harald  Krueger,  M.D. 

Detention  Facility  for 

Siavasn  Nael,  M.D. 

Detention  Patients 

Robert  J.  Outlaw,  M.D. 

• Adolescent  Program 

Larry  M.  Prater,  M.D. 

• Adult  Program 

Moorman  Prosser,  M.D. 

• Senior  Adult  Program 

Joe  G.  Savage,  M.D. 

• Substance  Abuse  Program 

Harold  G.  Sleeper.  M.D. 

Accredited  byJCAH 

Bal  G.  Vad,  M.D. 

as  an  Adolescent 

Sally  Varghese,  M.D. 

and  Adult  Psychiatric 

Shreekumar  S.  Vinekar.  M.D. 

I lospital 

Fred  W.  Weber.  M.D. 

me 

WILLOW  VIEW  HOSPITAL 


2601  North  Spencer  Road  -+03  42^  2-t4l  For  information  or  referral,  contact  the  office 

Oklahoma  City.  Oklahoma  "3136  of  the  administrator. 


OKLAHOMA 

CARDIOVASCULAR 

AND 

THORACIC  SURGERY 
ASSOCIATES 


800  Physicians  Professional  Bldg.  1044  Southwest  44th 
3400  N.W.  Expressway  Suite  #520 

Oklahoma  City,  Oklahoma  73112  Oklahoma  City,  Oklahoma  73109 


William  D.  Hawley,  MD,  Inc  Scott  K.  Lucas,  MD 


Diplomates  American  Board  of  Surgery 
Diplomates  American  Board  of  Thoracic  Surgery 


(405)  946-5641 


(405)  631-8665 


1 (800)  522-6525 


Allen  E.  Greer,  MD,  Inc 
John  M.  Carey,  MD,  Inc 
Nazih  Zuhdi,  MD,  Inc 


James  M.  Hartsuck,  MD,  Inc 
R.  Darryl  Fisher,  MD,  Inc 
Marvin  D.  Peyton,  MD,  Inc 
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A group  of  laboratories 
affiliated  to  better  serve 
the  medical  profession  l 

Hi 

mulled  Arts  Lab  ™ 

SOUTHERN  OKLAHOMA 
PATHOLOGY  ASSOCIATES,  INC. 
Ada,  Oklahoma 

FAIR  VIEW  PATHOLOGY 
CONSULTANTS,  INC. 
Ponca  City,  Oklahoma 

SOUTHEASTERN  MEDICAL 
LABORATORIES,  INC. 
McAlester,  Oklahoma 

MEDICAL  ARTS 
LABORATORY 
Oklahoma  City,  Oklahoma 

PATHOLOGY  ASSOCIATES 
OF  LAWTON 
Lawton,  Oklahoma 

MIDWEST  CITY 
PATHOLOGY,  INC. 
Midwest  City,  Oklahoma 

AMERICAN  BIO-SCIENCE 
Van  Nuys,  California 

PATHOLOGY,  INC. 
Stillwater,  Oklahoma 

MEDICAL  ARTS  LABORATORY  • BIO-SCIENCE  SERVICE  CENTERS 

FOR  INFORMATION,  CALL 
800/942-3514  or 
405/239-7111 

etamjEE 


750  Northeast  13th  Street 
Near  the  Oklahoma  Health  Center 
(2  Blocks  East  of  Lincoln  Blvd.) 
Oklahoma  City,  Oklahoma 


Specializing  in  the  diagnosis 
and  treatment  of  allergic  diseases 
in  adults  and  children. 


George  S.  Bozalis,  MD+ 
Vernon  D.  Cushing,  MDt* 
George  L.  Winn,  MDt 
Robert  S.  Ellis,  MDt* 
Lyle  W.  Burroughs,  MDt° 


f Consultant 

t Diplomate  American  Board  of  Allergy  and  Immunology 
* Diplomate  American  Board  of  Internal  Medicine 
° Diplomate  American  Board  of  Pediatrics 

Post  Office  Box  26827 
Oklahoma  City.  Oklahoma  73126 
Telephone  (405)  271-3232 
Administration: 

Dwight  Mitchell,  Jr. 

G Keith  Montgomery 


Charles  D.  Haunschild,  MDt0 
James  H.  Wells,  MDt* 
John  R.  Bozalis,  MDt* 
James  D.  Lakin,  Ph.D.,  MDt* 
John  S.  Irons,  MDt° 
Warren  V.  Filley,  M.D.t* 


By  appointment  8 a m to  5 p m (Wednesday  and  Saturday  8 a m to  12  noon) 
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MEDICAL  ARTS  CLINIC  OF  ARDMORE,  INC. 

921  Fourteenth  Avenue  Northwest 

Ardmore,  Oklahoma  73401 

General  Surgery 

Internal  Medicine 

THORNTON  KELL.  MD.  FACS 

J.  HOBSON  VEAZEY,  MD 

*TOM  SPARKS,  MD,  FACS 

• CLIFFORD  LORENTZEN,  MD,  FACP 

* WILFRED  S.  GAUTHIER,  MD,  FACS 

'•DAVID  D.  ROSE.  MD 

*JOE  R.  HAMILL.  MD 

Radiology  (Consultants) 

• KEVIN  H.  REED,  MD 

• MICHAEL  W.  BROWN,  MD 

• MY  Q.  TRAN,  MD 

* JAMES  A.  CHAPMAN.  MD 

Gastroenterology 

Pathology  (Consultant) 

tMY  Q.  TRAN,  MD 

*CARL  A.  SCHWEERS,  MD 

Administrator 

ROGER  H.  HUGHES 

Phone:  A/C  405-223-5311 

•Specialty  Board  Diplomate 

t Specialty  Board  Eligible 

Orthopedic  & Arthritis  Center 

McBRIDE  CLINIC,  Inc. 

1111  North  Dewey  Oklahoma  City,  Oklahoma  232-0341 


DEPARTMENT  OF  ORTHOPEDICS 
•Marvin  K.  Margo,  MD,  FACS 
•James  P.  Bell,  MD.  FACS 
•Stephen  Tkach,  MD,  FACS 
•Joseph  F.  Messenbaugh  III,  MD,  FACS 
*J.  Patrick  Evans,  MD,  FACS 
•Edwin  E.  Rice,  MD,  FACS 
•Warren  G.  Low,  MD 
•Thomas  C.  Howard,  111,  MD 
David  H.  Holden,  MD 


DEPARTMENT  OF  ARTHRITIS 
John  A.  Blaschke,  MD 
Mary  F.  Duffy  Honick,  MD 
•Richard  J.  Hess,  MD,  FACP 
*Jon  W.  Blaschke,  MD 
•R.  Eugene  Arthur,  MD 


DEPARTMENT  OF  OCCUPATIONAF  and 
INDUSTRIAL  MEDICINE 
Robert  R.  Dugan,  MD 
Jack  W.  Parrish,  MD 


•Specialty  Board  Diplomate 


M WAt.lMI  \ I SERVICES 
James  A.  Hyde,  Administrator 
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ORTHOPEDIC  ASSOCIATES,  INC. 


3301  N.W.  50th 

Oklahoma  City,  Oklahoma  73112 
(405)  947-0911 


David  R.  Brown,  MD  David  A.  Flesher,  MD 

Ralph  E.  Payne.  Jr.,  MD  Nathan  E.  Bradley,  MD 

J.  Charles  Monnet,  MD  Thomas  H.  Flesher  III,  MD 


Diplomates  of  American  Board  of  Orthopaedic  Surgery 


Sports  Medicine  Surgery  of  the  Spine 

Arthroscopic  Surgery  Total  Joint  Replacement 


THE  ARTHRITIS  CLINIC 

Arthritis,  Rheumatism  and  Related  Diseases 


Lloyd  G.  McArthur,  PhD,  MD 


Winfred  L.  Medcalf,  MD 
Robert  C.  Troop,  PhD,  MD 


207  C Street  NW 


Ardmore,  Ok.  73401 


Phone  (405)  223-5180 
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GLflxr-na/on  cunic 


PEDIATRICS 

GEORGE  R.  KRIETMEYER,  MD 
HUGH  C.  GRAHAM,  JR.,  MD 
JOEL  K.  GIST,  MD 


INDUSTRIAL  MEDICINE 

WILLIAM  G.  MAYS,  MD,  Inc. 
WAYNE  KELLY,  MD 
JAMES  L.  BACON,  MD 
GLEN  L.  BERKENBILE,  MD 
WILLIAM  R GILLOCK,  MD 


RADIOLOGY 

WILLIAM  K.  HICKS,  MD 

GENERAL  SURGERY 

ROBERT  G.  PERRYMAN,  MD 
FRANKLIN  S.  NELSON,  MD 


INTERNAL  MEDICINE  & 
EXECUTIVE  PHYSICALS 

ROBERT  T CRONK,  MD,  INC 

WILLIAM  F.  EWING,  MD 

BOYD  O.  WHITLOCK,  MD 

RICHARD  H.  REID.  MD 

R.  A SEARCY,  MD 

PHILIP  W PERRYMAN,  JR.,  MD 

KENT  A.  WOOLARD,  MD 

ADMINISTRATION 

GAYLE  CLARK 


1923  East  21st  Street  Box  52218«TULSA,  OKLAHOMA  74152  • PHONE  (918)  742-3341 


j 


THE 


McALESTER 


Van  Buren  at  Strong 
McAlester,  Oklahoma  74501 
(918)  426-0240 


CLINIC,  INC. 


INTERNAL  MEDICINE 

STEVEN  D.  ATWOOD,  MD 
CHARLES  K.  HOLLAND,  MD 
R.  KERN  JACKSON,  MD 
KENNETH  P.  MILLER,  MD 
LEROY  M.  MILTON,  MD 


PEDIATRICS 

DELTA  W.  BRIDGES,  JR.,  MD 
THURMAN  SHULLER,  MD 
PAUL  S.  THOMAS,  MD 


FAMILY  MEDICINE 

JOHN  B.  COTTON,  MD 
WILLIAM  E.  GUPTON,  MD 
STEPHEN  D.  SWANK,  MD 
OBSTETRICS-GYNECOLOGY 

ROBERT  G.  CATES,  MD 
DAVID  L.  DOYLE,  MD 
DWAIN  DOYLE,  MD 
W.  RILEY  MURPHY,  JR.,  MD 

SURGERY 


OTOLARYNGOLOGY 

DONALD  E.  CRAWLEY,  MD 
SAMUEL  E.  DAKIL,  MD 

RADIOLOGY 

BRUCE  H.  BROWN,  MD 


WILLIAM  G.  BLANCHARD,  MD 
GEORGE  M.  BROWN,  JR.,  MD 
DAVID  T.  MacMILLAN,  MD 

ADMINISTRATION 

PAUL  B BISHOP 
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Shawnee  Medical  Center  Clinic,  Inc. 

2801  N.  SARATOGA  P O BOX  849  SHAWNEE.  OKLAHOMA  74801  Phone  405-273-5801 


ALLERGY 

A M Bell.  MD* 

ANESTHESIOLOGY  CONSULTANTS 

Ellis  Brown.  MD" 

Michael  Daughety.  MD 


DERMATOLOGY 

Bert  C Frichot,  III.  MD’ 


FAMILY  PRACTICE 

K T Mosley,  Jr  , MD 


GENERAL  SURGERY 

Frank  H Howard.  MD' 
Jerold  D Kethley,  MD 
S B.  VanLandingham,  MD 


INDUSTRIAL  MEDICINE 

A M Bell.  MD 
Jake  Jones,  Jr  . MD 


INTERNAL  MEDICINE 

Merle  L Davis.  MD 
Larry  D.  Fetzer.  MD 
Eldon  V Gibson,  MD 
John  R Hayes,  MD 
D A Mace.  MD 
J.  B.  Jarrell.  MD* 


NEONATOLOGY 

R K Mohan,  MD 


OBSTETRICS.  GYNECOLOGY 

Richard  E Jones,  MD" 

Stephen  E.  Trotter,  MD 


ORTHOPEDIC  SURGERY 

T A Balan,  MD.  FAAOS" 

R M Kamath.  MD.  MS  (Ortho) 
S.  M.  Waingankar,  MD 


OTORHINOLARYNGOLOGY 

S Rishi.  MD 


PATHOLOGY  CONSULTANT 

David  L McBride,  MD 


PEDIATRICS 

A M Bell.  MD 
Jake  Jones.  Jr  , MD 
R K Mohan,  MD' 


RADIOLOGY  CONSULTANTS 

William  Phillips,  MD 
Robert  G Wilson.  MD 
Cranfill  K Wisdom.  MD' 


UROLOGY 

N M Kotecha,  MD 


ADMINISTRATOR 

W J Birney 

Board  Certified 


THE  CHICKASHA  CLINIC 

AND 

CHICKASHA  CLINIC  AT  TIMBER  CREEK 


FAMILY  PRACTICE 

J W McDomel,  MD 
J O Wood  Jr  . MD 


INTERNAL  MEDICINE 

W S Harrison.  MD 
D L.  Stehr.  MD 
R S Davis,  MD 
Don  R Hess,  MD 
Vernon  A Vix.  MD 
Randall  L Jenkins.  MD 

CARDIOLOGY 

J T Bledsoe,  MD 

GASTROENTEROLOGY 

C K.  Su.  MD 

DERMATOLOGY 

David  H Deck,  MD 


GENERAL  AND 
VASCULAR  SURGERY 

Linda  M Johnson,  MD 
Virginia  Hall,  MD 

THORACIC  AND 
VASCULAR  SURGERY 

Paul  B Loh.  MD 

OPHTHALMOLOGY 

John  R Gearhart.  MD 

UROLOGY 

K T Varma,  MD 

ORTHOPEDIC  SURGERY 


ANESTHESIOLOGY 

T Gowlikar,  MD 
Gideon  Lau,  MD 
M M Vaidya.  MD 

PHYSICAL  MEDICINE 
AND  REHABILITATION 

Kumad  Vaidya,  MD 

RADIOLOGY  (Consulting) 

Medical  Radiology.  Inc 

CLINICAL  PSYCHOLOGY 

James  M Ross,  PhD 

SPEECH  PATHOLOGY 

Colette  Ellis.  MEd,  CCC 


PEDIATRICS 


W T Morris,  MD 


PHYSICIANS  ASSISTANTS 


R E Herndon.  MD 
E R Orr.  MD 
J E Freed,  MD 
M P Escobar,  MD 
D F Haslam.  PhD  MD 
OBSTETRICS  AND  GYNECOLOGY 
Nancy  W Dever  MD 
Alan  J Weedn.  MD 

Michael  Beason.  MD  ft  Accredited 


Keith  W Riggins.  Mu 

GENERAL  SURGERY  AND 
INDUSTRIAL  MEDICINE 

C R Gibson.  MD 


W M Ohl,  PA 
H L.  Watkins.  PA 
Myra  Campbell,  PA 

ADMINISTRATION 

James  W Loy 
Benjamin  Kready 


Accreditation  Association  for  Ambulatory  Health  Care.  Inc 


MAIN  CLINIC 

2222  IOWA.  CHICKASHA,  OK  224-4853 


CHICKASHA  CLINIC  AT  TIMBER  CREEK 
ROUTE  3.  BOX  124M,  TUTTLE,  OK  73089 
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OKLAHOMA  HANDi=-Uh-i 
SURGERY  CENTER,  INcTl^gJ 

Carlos  A.  Garcia-Moral,  MD,  FACS 


405/232-3210 

711  Stanton  L.  Young  Boulevard,  Suite  510  Oklahoma  City,  Ok  73104 


OKLAHOMA  LUNG  FUNCTION  LABORATORY,  INC. 

R.J.  Dougherty,  MD 


□ Oxygen  saturation  by  oximetry 
(To  meet  Medicare  criteria  for 
continued  reimbursement  for  home 
oxygen  use) 

□ Arterial  blood  gas  analysis 


□ Clinical  spirometry 

□ Lung  volumes 

□ Diffusing  capacity 

□ Diagnostic  skin  testing 


235-3338  1111  North  Lee,  Pasteur  Building  224  235-1701 


UROLOGICAL  and 
GENITOURINARY  SURGERY 

CHARLES  L.  REYNOLDS,  JR.,  MD,  FACS,  FICS 
DIPLOMATE  of  the  AMERICAN  BOARD 
of  UROLOGY 

DISEASES  of  the  KIDNEY, 

BLADDER  and  PROSTATE 
GENITOURINARY  SURGERY 
FEMALE  URINARY  TRACT  DISEASE 
PEDIATRIC  UROLOGY 
MICROSURGERY  for  INFERTILITY 
PROSTHETIC  SURGERY  for  IMPOTENCY 
RENAL  PHYSIOLOGY  LABORATORY 
URODYNAMICS  LABORATORY 

3131  NORTHWEST  EXPRESSWAY 
SUITE  201 

OKLAHOMA  CITY,  OKLAHOMA  73112 

TOLL  FREE  (800)  522-8668 

OFFICE  (405)  843-5761  RESIDENCE  (405)  842-6420 
IF  NO  ANSWER  (405)  523-1999 
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Oklahoma  Spine/Pain  Clinic 


Multi-disciplinary  approach 
to  evaluation  and  treatment 
of  acute  or  chronic  musculoskeletal  pain. 


William  N.  Harsha,  MD 
Diplomate  American  Board  Orthopaedic  Surgery 

Doctors  Medical  Building 
Oklahoma  City,  Oklahoma  73112 
5700  N W Grand  Blvd. 

(405)  943-9561 
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OKLAHOMA  PLASTIC  & RECONSTRUCTIVE  SURGEONS,  INC. 

W.  Edward  Dalton,  MD,  FACS  Paul  Silverstein,  MD,  FACS  J.  Michael  Kelly,  MD,  FACS 

Plastic,  Reconstructive  & Cosmetic  Surgery;  Surgery  of  the  Hand  & Congenital  Deformities; 
Oncologic  Surgery  of  the  Head  and  Neck,  Burn  Surgery 

3301  Northwest  63rd  Street,  Oklahoma  City,  Okla.  73116 
(405)  946-0731 

Board  Certified  in  Plastic  Surgery 
Board  Certified  in  General  Surgery 


Medical  Journal 
Specialists 

...since  1911 


MOTTER  Bookbinding  Co 

4803  Chandler  Rd.  Muskogee,  OK  74401 
(918)  682-3485  Muskogee 


Professional  INSTALLMENT  LOANS 

$1 5,000 
s 90,000 

Decision  in  24  to  48  Hours! 
Same-Day  Answer  to  Applications 
Received  By  Express  Mail 

• Deal  Directly  With  Lender 

• Deferred  Payment  Plans 

• No  Prepayment  Penalty 

• No  Restriction  on  Use  of  Funds  For: 
Investments,  Payment  of  Taxes,  Debt  Consolidation, 

Tax  Shelters,  Pension  Plan  Contributions 

Ask  for  Thomas  Todd 

CALL  TOLL  FREE: 

800-423-5025 

Serving  The  Medical  Profession  Since  1966 

WOODSIDE  CAPITAL  CORP. 

National  Headquarters 
Woodside  Capital  Building 

21424  Ventura  Boulevard,  Woodland  Hills, California  91364 
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AEROSPACE  MEDICINE 


CLYDE  A LYNN.  BA.  MPH,  MD 
Board  Certified,  Aerospace  Medicine 
Fellow,  American  College  of  Preventive  Medicine 
Flight  Surgeon.  US  Army  and  Navy 
Commercial  Pilot  and  Flight  Instructor.  Instrument  and  Multi-engine 
Referrals  for  Medical  Certification  of  Pilots  Accepted 
1317  Brook  haven  Blvd  by  Appointment  (405) 

Norman.  OK  73069  0 ... , 329-2625 


Senior  Aviation  Medical  Examiner 
FAA  NO  07448-1 


ALLERGY 


Northwest  Medical  Center  Suite  602 

NORTHWEST  ALLERGY  CLINIC  INC 

John  L Davis.  MD 
3330  N W 56th 

Oklahoma  City.  Oklahoma  73112 
405  843-6619 

OKLAHOMA  ALLERGY  CLINIC.  INC 
Specializing  in  the  Diagnosis  and  Treatment  of  Allergic  Disease 


George  S Bozalis.  MD 
Vernon  D.  Cushing  MDV 
George  L Winn.  MD^ 
Robert  S Ellis.  MD" 

Lyle  W Burroughs.  MD 


Charles  D Haunschild,  MD' 
James  H.  Wells.  MD'; 

John  R Bozalis.  MDT 
James  D Lakin,  PhD,  MD 
John  S.  Irons.  MD 
Warren  V.  Filley.  MD?* 


Consultant 

Diplomate  American  Board  of  Allergy  and  Immunology 
Diplomate  American  Board  of  Internal  Medicine 
Diplomate  American  Board  of  Pediatrics 


Office  Address 

750  Northeast  13th  Street 

Telephone  405  271-3232 


Mail  Address 

Post  Office  Box  26827 

Oklahoma  City.  OK  73126 


JAMES  A MURRAY,  MD.  INC. 

Diagnosis  and  Treatment  of  Allergic  Diseases 
Adults  and  Children 

JAMES  A MURRAY,  MD 
Fellow  American  Academy  of  Allergy 
Fellow  American  College  of  Allergists 
Diplomate  American  Board  of  Allergy  and  Immunology 


Suite  101 

Warren  Professional  Building 

Tulsa.  Oklahoma  74177 


6465  South  Yale  Avenue 
918  492-0484 


CARDIOVASCULAR 


CARDIOVASCULAR  CLINIC 

Wm  Best  Thompson.  MD  Ronald  H.  White,  MD  W.  H.  Oehlert,  MD 

Galen  P Robbins.  MD  William  J.  Fors.  MD  Charles  F.  Bethea.  MD 
William  S Myers,  MD  FreCf  E.  Lybrand.  MD 

Lawrence  M Higgs.  MD  Mel  Clark,  MD 

CARDIOVASCULAR  DISEASES 
Cardiac  catheterization,  aortography  and  coronary  arteriography 
Coronary  and  Peripheral  angioplasty,  telephone  electrocardiography 
and  echocardiography 

Nuclear  cardiology  and  Treadmill  effort  tolerance 
CARDIOVASCULAR  BUILDING 

3300  Northwest  56th  Oklahoma  City,  Okla  731 12  Telephone  947  3341 

CARDIOVASCULAR  ASSOCIATES 
Adult  Cardiovascular  Diseases 

Cardiac  Catheterization,  Aortography  and  Selective  Coronary  Arteriography 
Coronary  and  Peripheral  Angioplasty 
Telephone  Electrocardiography  (24  hr.  service),  Treadmill 
Effort  Tolerance,  Hypertensive  Evaluation 

J.J  Donnell,  MD  947-2556  G.L.  Homck.  MD  943-8428 
J.  L Bressie.  MD  946-0568  A.F.  Elliott,  MD  943-8421 
A S Dahr,  MD  947-2321  Gary  Worcester,  MD  943-4134 

Jan  Voda,  MD  947-1297 

'Certified  by  the  American  Board  of  Cardiovascular  Disease 
Doctors  Medical  Building 

8th  Floor  5700  N.W  Grand  Blvd  Oklahoma  City,  Oklahoma  73112 


DERMATOLOGY 


Oklahoma  City. 
OK  73109 


RONALD  W GILCHRIST,  JR  , MD 

Diseases  and  Malignancies  of  the  Skin 
X-Ray  and  CO;  Laser  Therapy 


632-5565 
3500  South  Western 


SKIN  & SKIN  CANCER  CENTER.  INC 
C Jack  Young,  MD 

Radium  Therapy  Hemangiomas  X-Ray  Therapy 


CLINIC  BUILDING 
OKLAHOMA  CITY,  OKLAHOMA 


3434  N W 56th 
946-5678 


ENDOCRINOLOGY  - METABOLISM  - DIABETES 

JOHN  WHITFIELD  DRAKE.  MD 

Diplomate  American  Board  of  Internal  Medicine  in  Endocrinology 
Langston  Medical  Clinic.  Inc.  842-8655 
3200  W Wilshire  Blvd  Oklahoma  City.  Oklahoma  731 16 


GASTROENTEROLOGY 


S.  A.  KHAN,  MD,  MRCP,  (UK) 

Diplomate  American  Board  of  Internal  Medicine 
in  Gastroenterology 
THERAPEUTIC  Gl  ENDOSCOPY 
Sclerosis  of  Esophageal  Varices,  Colonic  Polypectomy 
ERCP,  Gastric  Outlet  Dilatation,  YAG  - Laser 


Professional  Card  listings  are  available  to  Members. 
They  are  sold  in  vertical  increments  of 
one-half  inch,  at  the  rate  of  $50.00  per  year. 


Pasteur  Medical  Building,  #211.  Okla  City.  Oklahoma  235-9275 

2801  Parklawn,  #401,  Midwest  City,  Oklahoma  732-6223 


NEPHROLOGY 


T.  V.  VENKATARAMAN,  MD 
Diplomate  - Amencan  Board  of  Internal  Medicine 
and  Nephrology 

1111  N.  Lee,  Suite  553  316  S-  Midwest  Blvd. 

Oklahoma  City,  OK  73103  Midwest  City.  OK  73110 

(405)  235-8229  (405)  733-9987 

If  no  answer  (405)  272-7155 
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NEUROPSYCHIATRY 


HAROLD  G SLEEPER  MD.  PAPA 
Dipiomate  American  Board  of  Psychiatry 
and  Neurology  rn  Psychiatry 
Practice  Limited  to 

Psychiatry  — Electroencephalography 
2603  Spencer  Road 

424-5293  Spencer  Oklahoma  ^3084  WVH  427-2441 


OPHTHALMOLOGY 


John  W Huneke  MD.  FACS.  Inc. 

Diseases  and  Surgery  of  the  Eye 
Certifieo  oy  the  American  Board  of  Ophthalmology 
Phone  332-1880  1414  Arlington  Suite  2300  Ada  Oklahoma  74820 


JAMES  B MILLS.  MD  232-4222 

Surgery  and  Diseases  of  the  Eye 

JAY  C JOHNSTON  MD  232-5543 

Lacrimal  Surgery.  Dacryocystorhinostomy.  Jones  Tubes 

Certified  by  the  American  Board  of  Ophthalmology 
425  NW  nth  Street  Oklahoma  City  73103 


JAMES  L DUNAGIN  JR  MD 
Diseases  and  Surgery  of  the  Eye 
Dipiomate  American  Board  of  Ophthalmology 
6th  and  Washmqton  McAlester  Oklahoma  74501 

V JERRY  SHEPHERD  MD 
Diseases  and  Surgery  of  the  Eye 
Certified  by  the  American  Board  of  Ophthalmology 

3400  N W 56th  St  Suite  G-2  Ph°ne  946  332  Oklahoma  City  731 12 

ORTHOPEDICS 


DUNCAN  REGIONAL  ORTHOPAEDIC  ASSOCIATES.  INC 

THOMAS  J EISER.  MD 
ROBERT  M SIMPSON.  MD 

ORTHOPAEDIC  SURGERY  & SURGERY  OF  THE  HAND 

DIPLOMATES  AMERICAN  BOARD  OF  ORTHOPAEDIC  SURGERY 
FELLOWS.  AMERICAN  ACADEMY  OF  ORTHOPAEDIC  SURGEONS 

2815  W Elk 

OFFICE  1405)  252-3400 DUNCAN.  OKLAHOMA  73533 

ORTHOPEDIC  SURGERY  AFFILIATES  INC 
1044  S W 44th 

Oklahoma  City.  Oklahoma  73109 
405-631-7444 

Dale  R Butler.  MD  FACS  G David  Casper.  MD 

J A Rosacker.  MD 


JOHN  RAYMOND  STACY  MD  FACS 
Dipiomate  American  Board  of  Orthopedic  Surgery 
Orthopedic  and  Fracture  Surgeon 

415  N W 12th  St  Oklahoma  City  Oklahoma  235-6315 


OTOLARYNGOLOGY 
HEAD  AND  NECK  SURGERY 


Oklahoma  Otolaryngology  Associates 
RAYMOND  O SMITH.  JR  MD  FACS 
Head  and  Neck  Surgery 
Facial  Plastic  and  Reconstructive  Surgery 
4200  West  Memorial  Road  Suite  606 
Oklahoma  City  Oklahoma  73120 
Phone  405  755-1930 


Professional  Card  listings  are  available  to  Members. 
They  are  sold  in  vertical  increments  of 
one-half  inch,  at  the  rate  of  $50.00  per  year. 


PEDIATRIC  SURGERY 


E Ide  Smith  MD"  Wm  P Tuneli.  MD"  Dennis  J.  Hoelzer.  MD 

940  N E 13th  Street 

Oklahoma  City  Oklahoma  73126  405  271-5922 

"American  Board  ot  Surgery  — 

Special  Competence  in  Pediatric  Surgery 


PSYCHIATRY 


JOHN  C CHELF,  MD 

Dipiomate  of  Amencan  Board  of  Psychiatry  and  Neurology  in  Psychiatry 

Suite  208  Medical  Plaza  Building  620  South  Madison  Enid.  OK  73701 

233-7356 

LARRY  PRATER  MD 
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■ Eight  state  medical  societies  will  have 

additional  delegates  at  the  1984  Interim  Meet- 
ing as  a result  of  an  AMA  bylaws  amendment. 
Six  states  — Iowa,  Minnesota,  Nebraska,  North 
Dakota,  Ohio,  and  Wisconsin  — will  get  one 
additional  delegate  each.  Illinois  and  Ok- 
lahoma are  entitled  to  two  additional  delegates 
each.  Under  the  amendment,  a constituent  as- 
sociation is  entitled  to  an  additional  delegate 
and  alternate  if  75%  or  more  of  its  members 
are  also  AMA  members.  An  association  is  enti- 
tled to  two  additional  delegates  and  alternates 
if  all  of  its  members  are  also  AMA  members. 

■ A Committee  on  Young  Physicians  has 

been  appointed  by  the  AMA  Board  of  Trustees 
to  identify  the  concerns  of  young  physicians  and 
make  recommendations  for  encouraging  par- 
ticipation in  organized  medicine. 

■ Direct  advertising  of  prescription  drugs 
to  the  public  was  opposed  by  two-thirds  of  the 
respondents  in  a public  opinion  poll  conducted 
by  the  AMA.  When  the  question  was  addressed 
to  physicians,  84%  expressed  opposition  and 
81%  — members  and  nonmembers  alike  — said 
the  AMA  should  take  a highly  visible  public 
stand  on  direct  advertising  proposals.  The  AMA 
House  of  Delegates  has  taken  a position  against 
direct  advertising  of  prescription  drugs. 

■ Cost  of  medical  care  remains  the  num- 
ber one  problem  facing  medicine,  physicians 
said  in  a poll  conducted  by  the  AMA  Depart- 
ment of  Survey  and  Opinion  Research.  Half  of 
the  physicians  queried  this  year  said  cost  was 
their  greatest  concern,  down  slightly  from  a 
peak  of  58%  in  1982.  Concern  about  government 
regulation,  which  reached  its  lowest  point  in 
1982,  increased  five  points  in  1983  and  an  addi- 
tional four  points  in  1984.  A total  of  19%  of  the 
physicians  said  government  regulation  was  the 
main  problem  facing  medicine. 

xxxiv 


■ Two  Tulsa  dermatologists  have  been 

elected  to  office  in  the  Oklahoma  State  Der- 
matologic Society.  Jeff  Alexander,  MD,  will 
serve  as  president  for  1984-85,  and  David  B. 
Minor,  MD,  will  act  as  secretary.  The  society’s 
annual  meeting  will  be  held  in  Tulsa  April  27 
and  28,  1985. 

■ Writing  in  the  Journal  of  the  American 

Medical  Association  (JAMA,  Nov  2),  Richard 
L.  Landau,  MD,  and  James  M.  Gustafson,  PhD, 
of  the  University  of  Chicago,  suggest  that  ad- 
vances in  medical  care  may  have  led  to  confu- 
sion about  the  goals  of  medicine.  Inordinate  pro- 
longation of  life  is  not  a viable  goal,  and  death 
itself  is  not  the  real  enemy  of  practicing  physi- 
cians, they  say.  “The  real  enemies  are  disease, 
discomfort,  disability,  fear  and  anxiety.” 

■ “Audio  Medical  News”  is  increasing  its 

business  and  practice  management  informa- 
tion, emphasizing  in-depth  feature  stories,  and 
expanding  news  coverage  from  30  minutes  to 
60  minutes.  Every  two  weeks,  the  American 
Medical  Association  (AMA)  audiocassette  ser- 
vice condenses  socioeconomic  news  from  more 
than  70  medical  and  nonmedical  publications. 
The  subscription  rate  is  $125  for  24  issues.  To 
subscribe,  call  the  AMA  toll-free  at  (800)  621- 
8335. 

■ Two  new  courses  have  been  added  to 

the  AMA’s  Video  Clinic  Program,  bringing  the 
total  number  of  courses  to  36.  Added  to  the  con- 
tinuing medical  education  videotapes  are  “Clin- 
ical Applications  of  Diagnostic  Imaging”  and 
“Computers  in  Clinical  Practice:  An  Introduc- 
tion.” Each  course  includes  a color  videotape, 
study  guide,  self-assessment  test,  and  forms  for 
Category  1 CME  credit.  The  courses  are  avail- 
able for  rent  or  purchase.  For  more  information, 
call  toll-free  (800)  621-8335. 
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flurazepam  HCI/Roche 

THE  COMPLETE  HYPNOTIC 
PROVIDES  ALL  THESE  BENEFITS: 

• Rapid  sleep  onset1 6 

• More  total  sleep  time1'6 

• Undiminished  efficacy  for  at  least 
28  consecutive  nights2'1 

• Patients  usually  awake  rested  and  refreshed79 

• Avoids  causing  early  awakenings  or  rebound 
insomnia  after  discontinuation  of  therapy2"012 


Caution  patients  about  driving,  operating  hazardous  machinery  or  drinking 
alcohol  during  therapy.  Limit  dose  to  15  mg  in  elderly  or  debilitated  patients. 
Contraindicated  during  pregnancy 
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flurazepam  HCI/Roche 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 
Indications:  Effective  In  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening:  in 
patients  with  recurring  insomnia  or  poor  sleeping  hab- 
its; in  acute  or  chronic  medical  situations  requiring 
restful  sleep.  Objective  sleep  laboratory  data  have 
shown  effectiveness  for  at  least  28  consecutive  nights 
of  administration.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally 
not  necessary  or  recommended.  Repeated  therapy 
should  only  be  undertaken  with  appropriate  patient 
evaluation. 

Contraindications:  Known  hypersensitivity  to  fluraze- 
pam HCI;  pregnancy  Benzodiazepines  may  cause 
fetal  damage  when  administered  during  pregnancy 
Several  studies  suggest  an  increased  risk  of  congeni- 
tal malformations  associated  with  benzodiazepine  use 
during  the  first  trimester  Warn  patients  of  the  potential 
risks  to  the  fetus  should  the  possibility  of  becoming 
pregnant  exist  while  receiving  flurazepam  Instruct 
patient  to  discontinue  drug  prior  to  becoming  preg- 
nant Consider  the  possibility  of  pregnancy  prior  to 
instituting  therapy 

Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants  An 
additive  effect  may  occur  if  alcohol  is  consumed  the 
day  following  use  for  nighttime  sedation  This  potential 
may  exist  for  several  days  following  discontinuation 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness  (e  g. , operating  machinery, 
driving).  Potential  impairment  of  performance  of  such 
activities  may  occur  the  day  following  ingestion  Not 
recommended  for  use  in  persons  under  15  years  of 
age.  Though  physical  and  psychological  dependence 
have  not  been  reported  on  recommended  doses, 
abrupt  discontinuation  should  be  avoided  with  gradual 
tapering  of  dosage  for  those  patients  on  medication 
for  a prolonged  period  of  time  Use  caution  in  adminis- 
tering to  addiction-prone  individuals  or  those  who 
might  increase  dosage 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and / 
or  ataxia.  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants.  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function 
Adverse  Reactions:  Dizziness,  drowsiness.  Iight- 
headedness,  staggering,  ataxia  and  falling  have 
occurred,  particularly  in  elderly  or  debilitated  patients 
Severe  sedation,  lethargy,  disorientation  and  coma, 
probably  indicative  of  drug  intolerance  or  overdosage, 
have  been  reported  Also  reported  headache,  heart- 
burn, upset  stomach,  nausea,  vomiting,  diarrhea, 
constipation,  Gl  pain,  nervousness,  talkativeness, 
apprehension,  irritability,  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  complaints.  There 
have  also  been  rare  occurrences  of  leukopenia,  gran- 
ulocytopenia, sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness,  hypotension, 
shortness  of  breath,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness, 
hallucinations,  and  elevated  SGOT,  SGPT,  total  and 
direct  bilirubins,  and  alkaline  phosphatase:  and  para- 
doxical reactions,  e g.,  excitement,  stimulation  and 
hyperactivity 

Dosage:  Individualize  for  maximum  beneficial  effect 
Adults:  30  mg  usual  dosage;  15  mg  may  suffice  in 
some  patients  Elderly  or  debilitated  patients:  15  mg 
recommended  initially  until  response  is  determined 
Supplied:  Capsules  containing  15  mg  or  30  mg 
flurazepam  HCI 
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